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CRIMINOLOGISTS and lawyers are justified in feeling 
' uncertain how far psychological and psychiatric knowledge 
can illuminate the problems of penology. Yet psychiatrists 
‘are repeatedly asked to advise and pass judgment on 
criminal responsibility—almost as if this were entirely 
‘medical in its implications. I accept the challenge, and 
' will attempt to offer a prescription for some of the ills so 
‘evident in the criminal law. 

When a patient is treated by some form of psychotherapy 
he passes from a stage of self-recrimination through a stage 
of blaming others, until finally, with the development of 
real emotional maturity, he sees his own conduct as the 
resultant of various inescapable hereditary and environ- 
‘mental forces. In other words, he has come to see the 
‘essentially deterministic pattern of events in his life and 
in the life of others. 

Criminal law is more fortunate than this patient, for it 
has been spared the initial doubts and agonies of self- 
criticism. It appears to be still in a state of preoccupation 
with the iniquities of others, equating “ responsibility ” 
with “ blame ”’. 


Definitions of Responsibility 

Perhaps the most important reason for delay in changing 
the law has been the diverse meanings attached to the 
word “responsible”. Any reasonable dictionary will 
offer at least six alternative usages, of which the three 
most obviously relevant here can be paraphrased as 
follows: 

1. Morally accountable for actions. 

2. Capable of rational conduct. 

3, Liable to be called to account, answerable (to a person 
for a thing). 

When people talk of criminal responsibility, for 
example, which particular type is usually implied ? Is it 
in some confused way a composite of all three ? 





MORALLY ACCOUNTABLE FOR ACTIONS 


This infers, in essence, that certain perpetrators of 
criminal deeds can and should be blamed for their actions, 
whereas others (for reasons which nobody has succeeded 
in making clear) should not. It is a concept which denies 
a scientific explanation of human behaviour, and which is 
totally at variance with the principles of determinism. 


Determinism implies that human behaviour is 
inexorably governed by the dynamic interplay upon the 
individual of numerous forces derived from his genetic 
background, biological constitution, emotional develop- 
Ment, and unresolved needs and goals. Psychoanalytic 
theory, which has been an important driving force in the 
development of such a viewpoint, would add—and it is a 
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most significant addition—that many of these needs may 
not be accessible to ordinary consciousness. 

Determinism is, of course, one’of the cornerstones on 
which modern behavioural theory has been built. It 
implies that events taking place in the mental sphere are 
never inexplicable, but that each event has a precise and 
potentially definable relationship to both past and future 
occurrences. The possibility of “luck”, ‘‘ chance” 
“coincidence ’’, or “fate” profoundly affecting the indi- 
vidual’s pattern of mental activity is explicitly denied. 
There is no place for, and no need for, any factor to 
explain human behaviour other than the interaction of 
baric needs with environmental influences. 

From such a background of materialistic psychology 
it becomes impossible to attribute praise or blame to any 
particular act. A search for clarification of “‘ responsi- 
bility ” in this sense can lead only to disillusionment and 
a departure from scientific impartiality. Psychiatrists have 
found that they can no longer allow themselves the easy 
luxury of moral judgments; here, of course, lies the origin 
of their basic temperamental clash with the legal pro- 
fession, many or most of whom rely on moral judgments 
as the fons et origo of their professional life—and income. 
It is, or should be, as disturbing to a psychiatrist to see one 
of his colleagues stigmatise a criminal offender as a 
** scoundrel ” (Birch 1953) as it is to hear judges refer to 
certain recidivists as “‘ pests ”’, “‘ scum ”’, “‘ blackguards ”’, 
and in other terms which are frighteningly unjudicial. 

Does this type of psychology, then, attempt to do away 
with mordlity altogether? This is a common gibe, and 
certainly an undeserved one, for it is never stated or 
implied in psychoanalytic theory. What it does mean is 
that the facts of ‘‘ morality ”, the nature and occurrence 
of “ immorality ”, the existence of “‘ good ”’ and “ bad ”— 
all these things must be regarded as the products of the 
human mind and therefore require detailed and objective 
psychological investigation. 

Where issue must be joined is on the related, but not 
identical, concepts of “‘ free will” and “ self control ”. 
The latter refers to the capacity possessed by most 
“normals ”, and lacking in most criminals, whereby they 
can, unconsciously rather than consciously, exert control 
over the expression of primitive instinctual impulses or 
their derivatives. (In the terms of psychoanalytic theory, 
it refers to the development of ego defences adequate to 
deal with the primitive unsocialised components of mental 
life referred to collectively as the id.) This in itself, how- 
ever, is a useless means of separating goats from sheep in 
any conventionally moral sense, for it is a capacity which 
is completely determined by the usual mixture of heredity 
and (more importantly) by early childhood experience. 

Where this type of thinking challenges the traditional 
moral and especially theological view of the nature of man 
is in its complete rejection of the doctrine of free will as a 
useful, necessary, or desirable explanation of human 
behaviour. Here, too, lies another area in which law and 
psychology come into violent opposition, for the existence 
of free will is a premise on which much of the very 
complex structure of the law is based. The argument 
against it, in brief, is that extensive clinical experience 
clearly shows that where circumstances appear to offer us 
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several alternative modes of procedure, the path which we 
in fact take is unswervingly determined by our personality 
structure. Perhaps this has never been expressed better 
than in this limerick: 

There was a young man who said, ‘ Damn! 

At last I’ve found out that I am— 

A creature that moves 

In determinate grooves, 

In fact not a bus, but a tram! ’ 

I suspect that theology will adapt itself to deterministic 
views. In the United States there are a growing number 
of both Roman Catholics and Protestants who are firm 
believers in their respective faiths and who are yet 
practising psychoanalysts. Christianity survived the 
impact of Darwin and succeeded in integrating evolution 
into its own doctrine, and I believe it will be able to do 
essentially the same with psychoanalysis and with deter- 
minism in general. 


CAPABLE OF RATIONAL CONDUCT 

Responsibility in this sense has provoked much medical 
and legal argument in the past century. It is assumed that a 
‘* normal ” man, in the sense of the statistically average 
man, behaves regularly and predictably in a rational way; 
it is also generally agreed that the severe psychotic is 
likely to manifest episodic or constant irrational behaviour. 
Yet despite their almost universal acceptance by the com- 
mon man and by the law, there are several weaknesses 
inherent in the above assumptions. 

Psychoanalytic study and practice shows very clearly that 
there is no clear and rigid dividing line between the three 
groups—normals, neurotics, and psychotics. On the contrary, 
all “‘ normals ” have varying degrees and types of neuroticism 
in their personality, which may appear under stress. Certainly 
some “‘ normals ” who function adequately in the community, 
and who never come in conflict with the law, may show mental 
mechanisms closely akin to those characteristic of the psychotic. 
Finally, and most importantly for our present purpose, many 
people, whose disturbance of personality is such as to label 
them clearly as “psychotic” in the generally accepted 
sense of the term, may to all intents and purposes behave for 
the greater part of their life in what is overtly a “‘ rational ” 
manner. 

The rationality of man, it appears, is a concept which is 
difficult to pin down exactly, and which most certainly 
has been exaggerated in the past. Largely this appears a 
hangover from the bad old days of “‘ faculty ” psychology, 
which divided mental activity into many parts, some of 
which were assumed to be capable of acting independently 
of the others; “‘ rationality ’’ was seen as an isolated com- 
ponent of mental life which a person either lacked or 
possessed. This is a psychological absurdity. The 
phrenologists and the early brain anatomists, who talked 
of certain specific ‘‘ areas ” of cerebral cortex as if these 
alone controlled certain vital mental and physical activi- 
ties—all perpetuated this patently false conception of 
human behaviour. Modern neurophysiology now agrees 
with modern psychology in insisting that brain function 
can only be profitably conceived as a totality; wishes, 
feelings, thoughts, conscience, motor behaviour, even the 
physiology of many internal organs, can only be considered 
as complex interrelated manifestations of one indivisible 
unity, the human organism. Contemporary psychological 
thought, as well as being unashamedly deterministic, is 
equally unashamedly monistic. 

It is in the light of these considerations that the 
McNaughten rules must be viewed, and it is on these 
grounds that I call them execrable. The case against 


———, 


them has been gone over many times in the medical preg; 
I believe it to be an unanswerable one, and intend to dey 
with only the aspect which most psychiatrists wou 
regard as of crucial significance. Slater (1954) hy 
expressed it more lucidly than most: | 

** As the only thing that matters is whether or not the ment 

abnormality of the accused passes the McNaughten test, th 
really important clinical aspects get passed over. No attemp} 
is made to show in any detail in what way the accused wy 
mentally abnormal, or what was the significance of th 
abnormality in the chain of cause and effect which led to th 
crime.” 
Here he shows the impossibility of isolating certain com. 
ponents of the individual’s personality and behaviour ty 
say, in effect, ‘‘ These things I will consider because they 
are relevant to the criminal act under consideration”, 
thereby disregarding the whole of the rest of the person’ 
modes of behaviour, life situation, and unconscioy 
motivation. I do not see this as any more absurd than ty 
say one understands the meaning and complexity aj 
Beethoven’s Ninth Symphony from an intensive study o/ 
the second oboe part. Concepts of responsibility, in th 
sense of capacity for rationality, are just as meaningless in 
isolation as the individual parts of a musical score. 

The fabulous doctrine of “irresistible impulse ” car 
also be dismissed very briefly. Psychoanalytic theory ij 
quite explicit here; if an impulse emerges into conscious 
ness and becomes translated into a course of action iti 
therefore, by definition, an irresistible one. In othey 
words, the combination of external and internal forces 0 
the individual at a particular moment makes it inevitabl 
that his overt behaviour should follow a certain quit 

















specific pattern; this applies with equal force whether thg- 


act under consideration involves taking a certain girl 
friend to the pictures, choosing a shirt, or killing his wift 
with an icepick. All these impulses have emerged becaus 
the dynamic state of the man at the time has favoured thi 
and has been, in fact, powerless to prevent it. To suppos 
man has a “ choice” to do wrong is unscientific enough, 
but it is surely a great deal less rational to say: “‘ if he had 
really tried he could have stopped himself doing that!” 
LIABLE TO BE CALLED TO ACCOUNT, ANSWERABLE 
I submit that it is only in this sense of “‘ accountability’ 
that responsibility in the criminal law (or in any other 
branch of law) has any meaning at all, and that its implice- 
tions here are clear and relatively uncomplicated. It has 
nothing to do with any ideas of “free will”, “sell 
control’, “irresistible impulse’, or any of the other 
semantic illusions of the past, nor has it any connectiot 
with any alleged impairment of the rationality of th 
individual offender. After childhood civilised mat 
naturally assumes responsibility for the effects of hi 
actions on others, and this cannot be diminished or altered 
by mental disease or defect. A suspected offender must, 
in any society, be brought to trial and, if the facts agains! 
him are proved, he must be regarded as accountable fo: 
whatever social havoc he has brought about. There cat 
be no possible theory of ‘“‘ diminished responsibility ” # 
this context, for to create one is inevitably to strike é 
body-blow against our whole system of social organisation 
But it is at this point, during and after trial, that I, along 
with many other psychiatrists, believe that the whole 
system of the administration of justice in the English 
speaking world has gone badly astray. In every criminé 
trial in which the mental state of the accused is brougti 
under consideration, the jury is required to assess tw? 
separate and in a sense quite unrelated things: (1) The 
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facts of the offence, and (2) the psychological state of the 
accused. This latter is a task which must inevitably be 
beyond them, even if the judge is impartial in his presen- 
tation of the relevant evidence. The assessment of a 
person’s mental state, in all its complex ramifications and 
with due weight given to unconscious as well as conscious 
factors, must be a task for an expert, or for a group of 
experts—i.e., an independent psychiatrist or a panel of 
psychiatrists. Failure means that, under our present 
system, only those who are “ mad ” to such an extent and 
in such a way that their ‘‘ madness ” is apparent to the 
least psychologically educated man in the street—only 
this limited group will have their psychological status 
considered as being integrally related to their offence. 
Should a jury then reach the conclusion—the only 
proper conclusion it can reach—that Y is accountable for 
the death of X, or any other piece of antisocial behaviour, 
what should happen from that point? On the evidence 
submitted, they should also be enabled to decide whether 
the death of X was desired and planned for by Y, or 
whether it was an incidental consequence of some other 
action taken by him; in either event Y must be held 
accountable for X’s death, though in different degrees, as 


| as present recognised by the criminal law. It is inevitable 


that we must consider here the possible alternatives to 
the conventional practices of English-speaking peoples, 
and it is certainly inevitable that any psychiatrist in dis- 
cussion of this topic must turn his thoughts somewhat 
longingly towards certain Scandinavian procedures. The 
view of many jurists that far too many offenders would be 
exonerated if psychiatric advice was taken is far from 


‘correct, as the briefest consideration of the Scandinavian 


system shows. 

In Sweden the question of responsibility is not given 
much attention except in our present context of 
“accountability ”, the real grounds for excusing a man 
from punishment being that, in Slater’s words, “‘ punish- 
ment in his case is an irrational method of treating him ” 
(Slater 1954). With the Swedish medicolegal framework 
I have no personal familiarity, but I have had the oppor- 
tunity for a close investigation of the Danish penal system. 

The Danish penal code lays down clearly that ‘ the 
person, not the crime, is the chief interest of the com- 
munity ’’. Section 16 of this code refers to those offenders 
whom psychiatric examination finds to be clearly psychotic 
or mentally defective, but in section 17 a further concept 
is developed: 

“Tf a person at the time of an offence, owing to mental 
underdevelopment, weakness, or derangement, including 
sexual abnormality, was in a mental state of a more permanent 
nature, but not of a character provided for in Paragraph 16 
(ie. neither clearly insane nor defective), then the Court shall 
decide, after due consideration of a medical certificate and of 
other relevant circumstances, whether the accused would 
benefit from punishment.” 

That is to say, once the accountability of the offender 
has been determined, his mental state is then considered 
in as much detail as practicable, should there be indica- 
tions for this. Over 400 cases a year are referred to a special 
Department of the Ministry of Justice, where an intensive 
evaluation is made, including detailed psychological 
measurement; the resulting report may be 30-40 pages 
long. In the final analysis, studying those persons whose 
crimes are of sufficient magnitude that they would qualify 
for a sentence of six months imprisonment or more, it is 
found that: 


81%, are in fact given a prison sentence. 


10%, are committed to preventive detention. 

4%, are considered insane or mentally defective under 
section 16. 

5°, are sentenced in accordance with the above-quoted 
section 17, although in the long run only two-fifths of these— 
i.e., 2% of the total group—are finally sent for detention and 
treatment at the world-renowned Herstedvester Prison at 
Glostrup near Copenhagen. 

One point only I wish to emphasise—that Herstedvester 
is a prison and, although controlled by a psychiatrist and 
well staffed with psychologists, social workers, and guards, 
the inhabitants are referred to as “ detainees” and are 
subject to a normal, though humanitarian, prison dis- 
cipline. The point I wish to make here is that earnest, 
impartial, and thorough consideration of the psychological 
aspects of crime, and an almost complete departure from 
our own preoccupation with “‘ responsibility ’, does not 
lead to chaos or to any diminution in the “‘ accountability ” 
of an individual for his offence, but simply ensures 
maximally efficient care for those individuals whose 
deviation of personality from the average comprises the 
main reason for their criminal activity. 

It is often said that the results from Herstedvester are 
unremarkable; I am not sure whether this is fair comment, 
and do not believe in any event that the development of a 
truly just system of administration of the criminal law 
should require any confirmation from its clinical or even 
social results. No less an authority than Prof. Paul 
Tappan wrote several years ago: 

“ The criminologist is generally hesitant today to establish a 

strictly clinical orientation in the treatment of most offenders. 
He is sceptical particularly concerning the application of 
medical psychology to the great mass of what appears to be 
psychologically normal criminals or to ‘ emotionally deviated ’, 
‘ psychopathic ’, or neurotic offenders where their conditions 
are not amenable to reasonably effective treatment 
modalities .. .”’ (Tappan 1952). 
With all respect, I submit that any question of responsive- 
ness or otherwise to treatment is not a valid argument for 
or against the maximum possible consideration of an 
offender’s mental state. A certain course of action is either 
socially and ethically desirable, or it is not; considerations 
of clinical prognosis should not sway us either way. 


Conclusions and Summary 

In the past, the different meanings attached to 
“‘ responsibility ”’ have tended to cloud the issue of 
accountability in the criminal law. Many of the phrases 
in common use—especially “free will”’—are based on 
illusion and little can be gained by continuing to use them. 

I have considered responsibility under the three head- 
ings of (1) morally accountable for actions, (2) capable of 
rational conduct, and (3) liable to be called to account, 
answerable. 

In reply to the specific question—“ Is there a justifica- 
tion for a theory of diminished responsibility ? ”*—my 
answer is an emphatic “‘ No! ” This negation is not based 
on a reactionary view of the law, but on a belief that 
responsibility must be equated with accountability. There 
can clearly be no possible justification whatever for any 
diminution of accountability. 

Determinism must be accepted as the only valid scien- 
tific explanation of human conduct in all its complex 
facets. I know from personal and clinical experience how 
difficult this may be to assimilate, striking as it does at the 
root of so many of our self-deceptions about ourselves and 
about society in general. But only when the criminal law 
has learnt to view the offender in an objective and un- 
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emotional way will it meet the needs of contemporary 
society. 

The observations of the Danish penal system were made during my 
tenure of a travelling fellowship from the National Health and 
Medical Research Council of Australia, with additional assistance 
from the Government of New South Wales. 
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A TECHNIQUE for the detection of blocking antibodies to 
Castle’s intrinsic factor (1.F.) has recently been devised 
(Taylor and Morton 1958). This has been used to deter- 
mine whether. a blocking autoantibody to I.F. is present 
in the sera of patients with pernicious anemia. 


Methods 

Tests of absorption of vitamin B,, labelled with radioactive 
cobalt (*°Co) were made using the fecal excretion method. 
Activity in the stools was measured in a ring of Geiger-Miiller 
tubes. A standard test dose of 0-5 ug. *°Co-vitamin B,. was 
used, either alone or together with 50 mg. of a preparation of 
hog I.F. I.F. was made up in 10 ml. distilled water and kept 
overnight at 4°C before use. Immediately before administra- 
tion, 45-55 ml. human serum was added, and the mixture was 
given together with the test dose of vitamin B,.. 

The sera were obtained from healthy subjects and patients 
with established pernicious anemia. The latter were untreated 
or were being maintained in complete remission with parenteral 


TABLE I—INHIBITION OF INTRINSIC-FACTOR ACTIVITY 





(a) (0) (c) (d) 
°, absorption °, absorption 
Patient °, absorption B,.~ LF. + 12 + 1.F. + °, inhibition 
B,, alone 50 ml. normal | 50 ml. p.a. [(6)-(c)] 
serum sera 

A 2 52 45 (1) 7 
48 (2) 4 
53 (3) 1 
20 (4) 32 
42 (5) 10 
B 13 65 56 (6) 9 
34 (7) 31 
37 (8) 28 
51 (9) 14 
50 (10) 15 
Cc 30 76 65 (11) 11 
49 (8) 27 

71 (12) 
D 15 51 34 (10) 18 
52 27 (8) 25 
50 (11) 2 
E 16 56 44 (13) 9 
50 33 (9) 20 
56 (14) 3 
34 (13) 19 
57 (15)* 4 
F 14 58 36 (4) 22 
38 (7) 20 
39 (16) 19 
G 24 77 75 (17) 0 
73 67 (15)t 8 
16 (15) 59 
H 21 49 30 (18) 19 
J 21 60 17 (19) 43 





Numbers in parentheses in column (c) refer to different patients. 
* 35 ml. serum. 
+ 25 ml. serum. 


vitamin B,,, and none had been treated with hog 1.F. The sey 
were used within 12 hours of sampling or stored for up t 
6 weeks at — 20°C and thawed immediately before use. 

Apart from one healthy man without disease of the gastro. 
intestinal tract, all the test subjects in whom the absorption of 
vitamin B,, was measured had pernicious anemia according to 
present-day criteria. All had been maintained in complete 
remission with parenteral vitamin B,, alone. 


Results 

Sera from nineteen patients with pernicious anemia 
were tested, some on two or three occasions in different 
patients. 

The results (table 1) indicate either that the sera of 
some patients with pernicious anemia strongly inhibit 
hog-I.F. activity, or that all the normal sera tested (and 
possibly some sera from patients with pernicious anemia) 
augment the activity of 1.7. This could have been tested 


TABLE II—EFFECT OF NORMAL HUMAN SERA ON INTRINSIC-FACTOR 
ACTIVITY 





Absorption a 0:5 ug. dose vitamin-B,. (%) 








Patient B,, +50 mg. 
Byalone Br eg mg. LF “ 
F 50 ml. serum 
K 4 53 Mean increase in 
L 3 61 absorption 46°, 
M 22 57 (s.D. 11-3) 
N 10 61 
Oo 27 45 
P 15 66 
Q 9 68 
A 52 Mean increase in 
B 13 65 absorption 43", 
os 30 76 (s.D. 8:0) 
D 15 52 
E 16 53 
F 14 58 
G 24 5 
H 21 49 
J 21 60 





in the same patients but would have subjected them to 
an unjustifiable number of tests. Other patients with 
pernicious anemia, therefore, were given the same test 
dose of the vitamin with 50 mg. of 1.F. alone. In these the: 
mean increase in absorption was 46% (S.D. 11:3); in 
subjects given the vitamin with 50 mg. I.F. and 50 ml. 
normal serum it was 43% (s.D. 8:0) (table 11). The 
second explanation of the results presented in table ! 
is thus untenable and it is clear that the sera from some 
patients with pernicious anemia inhibit 1.F. activity. 

Schwartz et al. (1958) found that refractoriness to hog 
1.F. had developed in many patients who had been treated 
for long periods with hog 1.F. by mouth: indeed, impaired 
absorption of vitamin B,, (given with hog I.F.) was 
observed in one patient after only 3 months’ treatment. 
Hence it was possible that in our patients such refractori- 
ness to hog 1.F. might have been acquired during the 6 or7 
weeks’ test period. In three of them, however, absorption 
of vitamin B,, (given with 1.F. and normal serum) at the 
end of the tests proved to be the same as that at the 
beginning (table 1, column b). In other words, there was 
no evidence of refractoriness being acquired during the 
study. 

The presence of an inhibitor of 1.F. in the sera of some 
patients, similar to that found in the sera of rabbits 
immunised with 1.F. concentrates (Taylor and Morton 
1958, 1959) and in the sera of other patients with pernic- 
ous anemia which has become refractory to hog IF; 
suggested that an immune response might be responsible. 
If this were so, then such an antibody must be to the 
patient’s own 1.F. It is known that cross-reactions betweti 
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TABLE III—EFFECT OF HYDROCORTISONE ADMINISTRATION ON 
VITAMIN-B,. ABSORPTION 





(6) 





(a) ee 
ae : Inhibitory effect of sera tested 
— cae of in patients with pernicious 
| 8: 12 anemia. Percentage inhibition 
Patient | of B,, absorption 
After 1 month Posthydro- 
weap sgl hydrocortisone | —— cortisone 
80 mg. daily | SOFUSONE | (immediate) 
‘ | 2 | 15 20 = 
R | 12 | 18 22 3 
s | 36 | 32 25 8 
| 28 | 26* 








* One week after stopping hydrocortisone. 


human and hog I.F. and their corresponding antisera do 
occur (Taylor and Morton 1958, 1959). 

Three patients (A, R, and S in table 111) whose sera 
had been shown to be markedly inhibitory were therefore 
treated with hydrocortisone (free alcohol) 80 mg. daily 
for 28 days. This dose was chosen as being unlikely to 
cause any untoward side-effects. Treatment with paren- 
teral vitamin B,, was continued throughout. Before this 
treatment was bezun the capacity of the patients to absorb 
vitamin B,. was measured, since improvement in vitamin- 
B,, absorption has been reported in a patient with perni- 
cious anemia during treatment with 20 mg. prednisone 
daily (Frost and Goldwein 1958). 

Sera were taken from these patients on the day after the 
end of treatment, and in one case (no. 8) also a week after 
stopping treatment. The absorption of vitamin B,, in 
each was measured, the test dose being given 12 hours 
after the final dose of hydrocortisone (table 111). The 
percentage absorption remained in the range for pernicious 
anemia, but the inhibitory effect of each serum was much 
reduced. In the one case tested (no. 8) a week after the 
end of hydrocortisone administration the inhibitory effect 
of the serum had returned to its pretreatment level. 

Finally, serum with a known inhibitory effect was given 
in a dose of 50 ml. with labelled vitamin B,, to a healthy 
man whose absorption of the vitamin given with 50 ml. 
normal serum was within normal limits. No change of 
absorption occurred and therefore no blocking of the test 
subject’s Own I.F. 

Discussion 

It is difficult to explain these results except by invoking 
the presence in the sera of some patients with pernicious 
anemia of a substance or substances capable of blocking 
LF. activity. Further studies may reveal the nature of this 
factor which is not present in the sera of all patients. 
The data in table 1 do not permit a definite conclusion 
about its incidence nor permit the classification of the 
sera tested into two or more groups. 

In 9 of the 19 pernicious-anzmia sera tested the percentage 
absorption of vitamin B,,, when given with the sera and LF., 
was lower than the range imposed by twice the standard devia- 
tion (16%) from the mean for normal control sera and 1.F., 
and of these 9 sera 2 were tested twice and 1 three times, the 
tesults being consistent throughout. A trial is being under- 
taken to establish decisively whether there is a qualitative 
difference between some pernicious-anemia sera and others. 
The quantity of serum used may be important. Thus in 
the present study 25 ml. and 35 ml. of one serum were 
Probably inactive, whereas 50 ml. produced 59% inhibi- 
ton. Schwartz (1958) did not find an 1.F. inhibitory 
effect in the sera of six patients with untreated pernicious 
anzmia. It is possible that the dose of hog I.F. he used, 
Which was twice that used in the present study, was 


sufficiently large to mask the inhibitory effect of the sera. 

The temporary reduction of inhibitory activity in the 
sera of three patients during steroid administration 
suggests that a true antibody may be involved. It also 
excludes the possibility that the inhibition might be due 
to blood-group isoagglutinins in the sera. The pig L.F. 
used contains blood-group-A substance and if this were 
precipitated by the sera, 1.F. might be adsorbed on the 
precipitate and rendered inactive. However, inhibitory 
sera have been found in patients of blood-groups O, A, 
and B. 


In-vitro precipitin tests of the sera against human and 
hog 1.F. preparations have not given significant results. 

It is possible that some autoimmune process may have 
occurred in those patients with pernicious anemia whose 
sera inhibit I.F. activity. Gastric atrophy is an almost 
invariable finding in pernicious anemia but its cause is 
uncertain. Studies (Mosbech 1953, Callender and 
Denborough 1957) suggest that both heredity and environ- 
ment may influence the gastric mucosa, and it is possible 
that the formation of autoantibodies might be important. 
Such antibodies might act either against the cells of the 
gastric mucosa or against specific secretions of such cells. 
An antibody to 1.F. might be formed primarily, or as a late 
result of mucosal degeneration, or as a paraphenomenon. 

Whether this inhibitory factor is the same as that 
reported to inhibit megaloblastic maturation (Lajtha 
1950, Thompson 1950) in vitro is uncertain. The latter 
effect was produced by sera from patients with untreated 
pernicious anemia. The inhibition of 1.F. is produced by 
sera from the treated and untreated patient. 

The effect of the glucocorticoids on vitamin-B,, 
absorption in pernicious anemia has scarcely been studied. 

Doig et al. (1957), however, mention one study of the 
absorption of labelled vitamin B,, in a patient with pernicious 
anemia, whose blood-picture improved with 30 mg. predni- 
solone by mouth daily. On the 6th day of therapy no change in 
the absorption of the vitamin was demonstrable. 

Frost and Goldwein (1958) tested three patients with 
pernicious anemia. In only one, a 29-year-old negress, did 
any improvement in vitamin-B,, absorption occur with steroids, 
the patient showing a significant increase in the urinary 
excretion test, after treatment for 14 days with 20 mg. predni- 
sone daily. According to Frost and Goldwein (1958), who 
tested 100 ml. of the patient’s gastric juice in another patient 
with pernicious anemia, this was not due to any improvement 
in secretion of intrinsic factor. In this case, however, the 
possibility of the patient having steatorrhcea was not excluded 
by a fat-balance study. 

In the present study three patients, all treated fora 
month, showed no improvement of absorption. The 
degree of atrophy of the gastric mucosa in almost all cases 
of pernicious anemia is such that, even were the steroids 
to reverse the primary process responsible for the atrophy, 
recovery of gastric function must be extremely unlikely. 
If a diagnosis of early gastric hypotrophy could be made 
in those cases which years later declared themselves as 
pernicious anemia, then such therapy might have a place. 


Summary 

The sera of some patients with pernicious anemia 
inhibit the activity of hog intrinsic factor. 

In three such patients the administration of hydrocorti- 
sone by mouth significantly reduced the inhibitory effect, 
but their capacity to absorb vitamin B,, was not increased. 

It is concluded that the inhibitory factor may be a true 
antibody and the possibility of its being an autoantibody 
is discussed. 
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KOILONYCHIA has been described in iron-deficiency 
anemia by various workers. In Witts’ (1930) series of 
50 cases of idiopathic hypochromic anemia, 4 had 
koilonychia. Biggam and Ghalioungui (1934) found 
koilonychia in 2% of cases of ankylostomiasis anemia. 
Standard monographs on blood diseases attribute 
koilonychia to iron deficiency (Wilkinson and Whitby 
1936, Kracke 1941, Wintrobe 1951, Hayhoe 1956). 

Demarchi and Jalili (1954) found a high incidence 
(246%) of brittle or concave fingernails in cases of 
ankylostomiasis anemia. No correlation was found 
between the severity of anemia and the presence of 
spooning. This is confirmed by the present work (table 1). 
This lack of association between anemia and spooning 
caused us to investigate the problem, and our findings 
suggest that spooning may be associated with iron- 
deficiency anemia but is not caused by iron deficiency. 
It is related to sulphur-containing aminoacids. 


Material 

70 patients (48 males and 22 females) with severe anemia 
and a hemoglobin of 7 g. per 100 ml. or less were personally 
examined for the presence of koilonychia. Of this series, 18 
(12 males and 6 females) had spooning, and 52 (36 males and 
16 females) had no spooning. 

Table 1 shows the range and mean values of age and hemo- 
globin of the various groups of this series. No young children 
were included. As regards the etiology of anemia, all patients 
had chronic long-standing anemia; and ankylostomiasis was 
the commonest cause. Of the 36 males without spooning, 29 


TABLE II—CYSTINE, ARGININE, AND HISTIDINE CONTENT OF 


had ankylostomiasis, 2 had chronic diarrhoea, 1 had tuber- 
culosis, 1 had chronic repeated bleeding, and 3 had blood 
diseases (hemophilia, lymphatic leukemia, and aplastic 
anemia). Of the 16 females without spooning, 14 had ankylo- 
stomiasis and 2 had pronounced splenomegaly resulting from 
chronic malaria. In the koilonychia group, 11 of the 12 males 
had ankylostomiasis, and the 12th had chronic colitis with 
bejel (? syphilis). Of the 6 females, 4 had ankylostomiasis and 
2 had hepato-splenomegaly and cirrhosis. 

The nails of only 25 patients of this series were available for 
determination of cystine and other aminoacids. This was 
because either the patients had had their nails cut before going 
to hospital or the nails were very brittle and broke before they 
were long enough for cutting. Of these 25 cases of severe 
anemia 17 (8 men and 9 women) had no koilonychia. Their 
age and hemoglobin values are shown in table 11. The cause of 
anemia was ankylostomiasis in 13 cases, malaria with huge 
splenic enlargement in 2 cases, and tuberculosis in 2 cases. The 
other 8 cases had koilonychia, and table 111 shows their-age and 
hemoglobin levels. Anzmia was caused by ankylostomiasis in 
6 cases, bilharziasis in 1 case, and chronic colitis in 1 case. 

Fingernails from 29 healthy persons were also examined, 
These comprised 15 men and 8 women of the higher-income 
groups, and 6 men of the lower-income groups. 

On many occasions samples were obtained from the same 
healthy subject or patient at intervals. 

Method 

Fingernail clippings were obtained from patients with 

anemia and healthy subjects after they had washed their 


TABLE I—AGE AND HAMOGLOBIN VALUES IN 70 CASES OF SEVERE 
ANAMIA 





With koilonychia Without koilonychia 











No. of! age (yr.) | Hb (%) No.of age yr.) | Hb (%) 
Males: 12 36 
Range.. 10-60 12-50 12-65 12-50 
Mean .. 31-92 32:83 31-08 30-14 
ae +1834 | 411/17 +13-48 = +1139 
SB... .. + 5:30 | + 3-23 + 2:25 | + 1-90 
Females: | 
Range.. | 8-55 20-50 12-40 8-42 
Mean .. 31-00 31-00 18-25 27:75 
sp, +1668 | 411-27 +681 + 484 
sm: 5. +681 + 4-60 +170 | + 121 
| — 
hands. The nails were cleaned by scraping them with a blunt 


knife and were chopped into small pieces. About 50 mg. 
(average 46:9 mg.) was taken for hydrolysis; the nails should 
not be moist as soaking in water leads to an increase of about 
13% in weight. In the next day the nails lost this moisture, 
and also about 3:6% of their original weight. Hydrolysis was 
carried out under reflux with 5 ml. of 20% HCl, which was 
redistilled to remove oxidising materials and had a constant 
boiling-point of 110°C. Hydrolysis was usually continued for 
71/, hours, though 6 hours was generally found satisfactory in 
normals, and a still shorter time sufficed in koilonychia. 
Hydrolysis for longer than 7!/, hours was not necessary. 
Prunty :(1933) and Pollard and Chibnall (1934) found that 
hydrolysis with 20% HCl for 6-8 hours was satisfactory and 
did not cause loss of cystine. The difficulties found by some 
workers (Lugg 1933, Sullivan and Hess 1937, Miller and 


FINGER NAILS OF ANAMIC PATIENTS WITHOUT KOILONYCHIA 











Males Females 
No. Age (yr.) Hb (%) | Cystine (%) | Arginine (%) | Histidine ( =] | Age (yr.) | %) | Cystine (%) | Arginine (%) Histidine (%) 
1 16 49 4:03 8-96 0-73 | 17 | 20 6:23 10:59 1:15 
2 60 45 8:28 9:67 1:23 10 10 4:30 10°81 1.42 
3 45 40 5:52 10-46 0:85 20 30 8-81 11:02 1:18 
4 40 47 6.30 9-23 1-08 | 22 40 8-61 9-76 1:12 
5 14 50 6:23 9-95 2:39 | 18 26 5:29 11:04 0:98 
6 30 29 5-00 7:99 | 0:72 18 50 8-05 9-48 0-93 
7 33 25 5-30 10-84 | 2:32 20 15 5-60 8-71 1:27 
8 45 20 6:80 8:25 | 0-90 40 | 20 6:27 8-45 | 0-71 
9 6 1 @ | 6°85 8:99 1:32 
Mean 35-4 38-1 5-93 9-42 1:28 20'1 | 26:2 | 6°67 9-87 1:12 
| | | 
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TABLE III—-CYSTINE, ARGININE, AND HISTIDINE CONTENT OF FINGER 
NAILS OF ANAMIC PATIENTS WITH KOILONYCHIA 














| | 

No. | Age Hb Cystine | Arginine | Histidine 
: (yr.) (%) C70). | %) | (%) 
1 | 33 28 200 | 861 | 1:01 
2 | “a2 50 | 3-09 758 | 1-00 
3 22 352 «| «129 746 | 1:03 
4 | 10 | 42 | 243 | O14 | 1-04 
5 | 50 30 | 2-76 986 | 1-07 
6 18 39 | «(3-67 965 | 1-04 
Mean 24:17 3733 | 254 | 873 | 1-03 
7* 14 28 345 | 834 | 0-91 
8* | i 12. | 3-36 | 11:19 | 214 








* After 3 weeks on hospital diet. 


du Vigneaud 1937) were not encountered in the present work. 
No significant amount of carbohydrates are present in finger- 
nail clippings to interfere with cystine. 

Each hydrolysate was diluted with 5 ml. distilled water and 
decolorised, if necessary, with activated charcoal, filtered, and 
washed with N/10 HCl. This step was necessary in many 
cases because of the presence of a pigment “ henna” which is 
commonly used by some of the lower-income groups, especially 
women, as a cosmetic and for strengthening the skin of the 
hands. This step did not result in loss of cystine. The hydro- 
lystate was then made alkaline to bromophenol (as external 
indicator) with 5 N NaOH added dropwise, with stirring. The 
volume was then made up to 50 ml. with N/10 HCl and kept 
in the refrigerator. Cystine was determined by the modified 
method of Sullivan which depends on the conversion of cystine 
to cysteine and its reaction with 1,2-naphthoquinone in an 
alkaline medium 
(Sullivan and Hess 
1936, Sullivan et 
‘a7 al. 1942, Hess and 
J Sullivan 1943), 


Procedure 

To 5 ml. of the 
hydrolysate solution 
add 2 ml. 5% 
NaCN, mix, and 
wait for 10 minutes. 
Add 1 ml. of 1% 
1,2-naphtho- 
quinone, 4-sodium- 
sulphonate, shake 
for 10 seconds; add 
5 ml. of 10% Na, 
SO, in 0:5 of N 
NaOH; mix and 
wait for 30 minutes; 
add 2 ml. of 5 N 
NaOH and 1 mil. of 
2% Na, S,O, in 
05 N NaOH. The red colour developed was read at 540 my; it 
reached maximum intensity in 5 minutes and remained stable for 
more than 10-15 minutes after the last step in the procedure. A 
hydrolysate blank was made by adding 1 ml. of distilled water instead 
of the naphthoquinone solution, and a reagent blank was prepared 
using 5 ml. of N/10 HCl instead of the hydrolysate. Standard 
cystine solution was prepared in N/10 HCl, which keeps for a very 
long time. Of this, 0-5 mg. and 0:25 mg. cystine in 5 ml. acid were 
used as standards when carrying out the tests. 

Sodium cyanide solution was always prepared fresh, although no 
appreciable difference was found when a solution 15 days old was 
used. Naphthoquinone, anhydrous sodium sulphate, and sodium 
hydrosulphite solutions were always freshly prepared. 

The patients were examined clinically and their hemoglobin 
determined by the Sahli method. This method was chosen because 
itis commonly used in Iraq and the neighbouring countries. 
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Fig. 1—Heemoglobin distribution in patients 
with and without koilonychia. 


Results and Discussion 
Fig. 1 shows that patients with koilonychia do not 
necessarily have more severe anemia than patients without 
this change; and there is no statistical difference between 
the hemoglobin level of the two groups of cases (table 1). 
The nails may not be deformed in very severe anemia 
(e.g., hemoglobin of 1-5-3 g. per 100 ml.) but may show 


much spooning with a hemoglobin of 6-7 g. per 100 ml. 
Therefore, iron deficiency alone cannot explain this change 
in the nails. 

These patients come from a community whose diet is 
poor in animal protein, which may amount to 21:9 g. or 
less a day and in certain areas may be as low as 6°75 g. a 
day with a total protein intake of 60:8 g. or less a day 
(Jalili et al. 1950). In view of this dietary intake and the 
fact that cystine is an important constituent of the nails, 
and responsible for the crosslinkage in the polypeptide 
chains which contribute to the strength of the protein 
structure, cystine and other aminoacids were determined 
in the fingernails. 


____ TABLE IV—CYSTINE CONTENT (%) OF NORMAL NAlIl 








Group No Content Group No. Content 
_ Males, 1 9-02 Females, 1 8-44 
higher income | 2 177 higher income 2 783 
3 7:66 | 3 75 
4 9:06 t 6:12 
5 6:10 5 8-70 
6 7:60 6 7:22 
7 8:00 7 +50 
8 9:22 | 8 8:30 
9 7:34 =| Average 7:86 
10 6:63 Males, 1 6:87 
1 7:20 | lower income | 2 683 
12 10-71 | 3 7:73 
13 9:57 t 9-31 
| 14 10-02 5 7-78 
| 15 9:25 6 85 
Average 8:34 Average 7:90 
| 


| 





The average value of cystine in the fingernails of 29 
healthy subjects was 8:12+-1:166%. This is slightly lower 
than the figures in the United States, which range between 
10-28% and 13-02%, with an average of 11:69% (Sullivan 
1939). The figures in table Iv show no statistical difference 
between cystine content of the nails of higher and lower 
income healthy subjects, and no difference between males 
and females. There is a certain amount of variation in the 
cystine content of nails of the same healthy subject as was 
found in 4 persons. In the Ist of these it ranged between 
7:92% and 10:67% in 5 determinations in 154 days; in 
the 2nd it ranged between 6:10% and 10:64% in 5 deter- 
minations in 97 days; in the 3rd it ranged between 7:6°% 
and 11-23% in 4 examinations in 135 days; and in the 4th 
between 7:06% and 11:20% in 7 determinations in 186 





days. This variation may be due to variations in the 
depth at which the nails are cut or to changes in the 
nail itself, 
which may be 


Koilonychia Z 
3 a metaboli- 


cally active 
structure as 
will be shown 
later. 


The cystine 
content of the 
nails of pati- 
ents with 
spooning was 
very low 
being 2°54+ 
0:83% (table 
111). It was 
also low in 
cases of 
anemia with- 
out spooning, 
the average 
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being 6°32+1-4% (table 11). These differences are illus- 
trated in fig. 2. 

In 1 patient fingernail clippings were obtained for a 
period of 74 days, and cystine was determined whenever 
it was possible to get clippings. In 12 days on hospital 
diet the cystine content increased from 3:36% to 5:23%, 
and this increase continued in the following three deter- 
minations becoming 6:2% after 24 days, 7:1% after a 
further 20 days, and 755% after a further 18 days. In 
another patient, who was improving and growing normal 
nails, it was possible to obtain spooned concave nails from 
some fingers, and flat nails from others. The cystine 
content was almost the same, being 5:23% and 5:76% 
respectively. This shows that when the patient takes 
adequate amounts of the sulphur-containing aminoacids 
in the diet the whole nail takes a share, which suggests 
that the nail is a metabolically active structure. 

All the evidence points to deficiency of sulphur- 
containing aminoacids as having a role in the pathogenesis 
of koilonychia. Probably the body, having a limited 
supply of these aminoacids, uses them in the more 
important mechanisms and consequently the less im- 
portant structures will suffer, the nails getting less 
sulphur-containing cystine. The interrelationship between 
the essential sulphur-containing aminoacid methionine 
and the non-essential cystine is well known. In 1932 
Jackson and Block found that methionine promotes growth 
in rats subsisting on a diet poor in cystine; and Rose and 
his associates (Rose et al. 1936, Womack et al. 1937) 
showed that methionine can replace cystine particularly 
for growth purposes. This was confirmed by Beach and 
White (1937). Later, Womack and Rose (1941) showed 
that cystine can supplement methionine. The calculated 
daily intake in Iraq is about 1-6 g. of methionine and 
1:0 g. of cystine, which supply sufficient sulphur- 
containing aminoacids in ordinary circumstances. Accord- 
ing to Rose et al. (1950), the minimum daily requirement 
of methionine for young women is 1:1 g. and the recom- 
mended intake with no cystine in the diet is 2:2 g. 
Swendseid et al. (1956) found that the cystine-methionine 
requirement for young women was 0-35-0:55 g. a day. 
But all these figures were obtained from short-term 
laboratory experiments based on nitrogen-balance study. 
These experiments did not exceed a few weeks, and the 
effect of such aminoacid supplies on the nails, hair, and 
other tissues was not studied. Other workers found that 
larger amounts of these aminoacids were consumed in the 
diet by healthy people. Reynolds et al. (1953) found that a 
few women on self-selected diets were in nitrogen balance 
on diets containing an average of 1-55 g. methionine daily, 
and the average intake of cystine appeared to be 0-63 g.; 
but they mentioned that the method of determining 
cystine was not satisfactory and serious loss might have 
happened during hydrolysis. Block and Bolling (1947) 
cited larger amounts of cystine -+-methionine as an average 
requirement. The calculated requirement was 3:8 g. a day, 
and analysis of food suggested 3-7-4-1 g., while daily con- 
sumption in the United States was 4-0 g. 

Our patients were losing blood as a result of hookworm 
infestation, and their caleric intake was low. We found by 
calculation that the loss of cystine and methionine caused 
by 100 hookworms is about 0:17 g. a day. Many patients 
are infested with hundreds of such worms, and the loss of 
blood and consequently aminoacids is appreciable. 

Koilonychia was found in 2 cases of thyrotoxicosis that 
had no iron deficiency (Cooke and Luty 1944). We believe 
that this may have been due to relative deficiency of the 


sulphur-containing aminoacids conditioned by the high 
metabolic rate. 

To show that koilonychia is not caused by a general 
protein deficiency but is related to the sulphur-containing 
aminoacids, the values of arginine and histidine were 
included in tables 11 and 111. The average amount of 
arginine in health is 9-08 mg. per 100 mg. of nail, and for 
anzmic patients with and without koilonychia 8°:73% and 
9:70% respectively (Al-Kassab and Shahwani 1959). The 
quantity of histidine for normals is 1:06% and for anemic 
patients with and without koilonychia 1:03% and 1:28% 
respectively (Al-Kassab 1959). These values are virtually 
the same. 

It is rather difficult to explain the concavity of the 
affected nails. Probably it has a biophysical basis. These 
nails are at a disadvantage because of their weakened 
chemical structure. 

Summary 

The incidence of koilonychia in severe anemia was 
studied, and no association with the hemoglobin level 
was found. 

Cystine was determined in fingernails. Its value was 
somewhat low in nails from patients with anemia and very 
low when koilonychia was present. 

Evidence points to deficiency of the sulphur-containing 
aminoacids as having a role in the pathogenesis of 
koilonychia. 

Our thanks are due to the physicians of the Republic Hospital, 
Baghdad, for permission to examine their patients; and to the 
Development Board of Iraq and the Rockefeller Foundation for 
assistance. 
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“| To Americans ‘ aged’ is a naughty word, and they 
paraphrase it by using the term ‘ senior citizen’ to an in- 
ordinate extent . . . there is a very commendable change going 
on with regard to the community attitude to old age. The 
man in the street, owing to a first-class education campaiga 
waged through television, radio and newspaper, knows what 
the average man of no other country knows—the truth that 
age is not a period of inferiority unless disease makes it so— 
and is thus willing to do all he can to prevent disease in old 
people.”—D. C. WALLAcE, Med. J. Aust. July 11, 1959, p. 42, 
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AN UNUSUAL FORM OF HEART-DISEASE 
IN WEST AFRICA 
ITS RELATION TO ENDOMYOCARDIAL FIBROSIS 
D. GORDON ABRAHAMS 
M.A., M.D. Cantab., M.R.C.P. 
SENIOR LECTURER, DEPARTMENT OF MEDICINE, UNIVERSITY COLLEGE, 
IBADAN, NIGERIA 

DuRING the past two years many Africans observed in 
Nigeria have had a form of heart-disease which is not 
encountered amongst Europeans. The type of patient, 
symptoms, radiological appearance of the heart, electro- 
cardiographic (E.C.G.) pattern, and, above all, the physical 
signs, have become so well defined by repetition that they 
form a clinical entity which can be easily and accurately 
recognised at the bedside. There is evidence also which 
suggests strongly that the condition is an unusual kind 
of rheumatic disease of the heart—unusual in that the 
distribution of lesions is very different from that in 
conventional rheumatic heart-disease. 

This preliminary report concerns 53 patients who were 
in all respects typical examples of this syndrome; no 
doubtful case has been included. Most of the tribes and 
people of Southern Nigeria are represented, but the 
majority came from the Western Region, in which Ibadan 
is situated. There were none from Northern Nigeria. 
Very few were from the well-to-do strata of society, nearly 
all being poor and illiterate. 


Sex and Age Incidence 

17 patients were male, and 36 were female, giving a 
sex-incidence of just over 2/1 in favour of females. This 
is all the more significant because in Nigeria the men 
attend hospitals in greater numbers than the women. 

The disease affects mainly children and young adults, 
80% of these patients being less than thirty years of age. 
In an illiterate community people often do not know their 
age, and this has to be assessed. Nevertheless there are 
unlikely to be important discrepancies; the youngest 
“stated age ’ was six years, and the oldest forty-seven. 
Symptoms 

The case-history has often to be sought through an 
unskilled interpreter, and the vocabulary was often not 
varied enough to permit much detail, especially regarding 
the duration of symptoms. These patients repeatedly 
complained of cough, occasionally with hemoptysis, but 
frequently irritating and non-productive, and of breath- 
lessness, and pain in the chest. There was often con- 
fusion between dyspnoea and chest pain in the patient’s 
mind, but pain was probably relatively common. About 
half presented in frank cardiac failure, with swelling of 
the legs and sometimes of the abdomen. 

Physical Signs 

The clinical picture was dominated by the signs of 
mitral incompetence and pulmonary hypertension, and 
the latter usually seemed the most important. 

Thus there was evidence of right ventricular hypertrophy, 
as judged by a tapping apical impulse displaced to the left, 
and by a vigorous left parasternal heave. In most cases pul- 
monary-artery pulsation could be felt also. A loud apical 
systolic murmur, often accompanied by a thrill, told of mitral 
incompetence, and a third heart sound was often heard. The 
second heart sound at the base was always split, and accentua- 
tion of the pulmonary component was sometimes gross. In 
about 20% a Graham Steell murmur was heard. 

There was never any evidence of mitral stenosis, nor was 
the aortic valve ever affected.. In the patients with frank 
congestive or right-sided heart-failure, this followed the 


conventional pattern, with a rise in venous pressure, 
enlargement of the liver, and peripheral oedema. 

In 16 patients there were in addition the signs of acute 
carditis. 

The picture differed in no important detail from that of 
active rheumatic carditis, with fever, tachycardia, anemia, and 
a raised erythrocyte-sedimentation rate. Pericarditis was not 
infrequently present. Sometimes the carditis was severe 
enough to cause hrart-failure acterised by a raised venous 
pressure, tender enlargement of the liver, and some fullness 
of the face, without ascites or dependent cedema. Pulmonary 
cedema was seen in 2 cases during the active phase. Of the 16 
patients with active curditis superimposed on a chronic lesion, 
4 were less than ten, 9 were between ten and twenty, and the 
oldest was thirty-two years of age. 

Radiologically, the heart was always enlarged, charac- 
teristically on the right. The aortic knuckle was always 
inconspicuous, and the left border of the heart was 
straight with the pulmonary conus prominent. There 
was also gross enlargement of the right auricle, which was 
usually the largest chamber. Significant enlargement of 
the left auricle was exceptional. The main pulmonary 
arteries were prominent, but the vascular markings in the 
periphery of the lung were more or less attenuated; septal 
lines were seldom seen. 

The £.c.G. reflected the right ventricular dominance, 
but the pattern was modified by the degree of mitral 
incompetence. When this was severe the E.C.G. became 
balanced, with evidence of both right and left ventricular 
hypertrophy. The most consistent feature was the 
appearance of large, pointed P-waves in the standard limb 
leads. When the right auricle was large these P-waves 
became notched. Extrasystoles were not uncommon; but 
other arrhythmias, such as first-degree heart-block, and 
particularly auricular fibrillation, were extremely rare. 
Ancillary Investigations 

Cardiac catheterisation repeatedly confirmed the 
presence of pulmonary hypertension, systolic pressures as 
high as 90 mm. Hg being recorded in the main pul- 
monary artery. The genesis of this hypertension in the 
lesser circuit is puzzling, for it seems to be about equally 
divided between vascular resistance and back pressure. 
This is being studied further. 

Antistreptolysin-O titres were measured in many 
patients. The results show that during the active phase 
of carditis, at any rate, these titres were very much higher 
than in a control group of blood donors, and they 
remained elevated. 


Morbid Anatomy 

Satisfactory follow-up was seldom possible, and 
necropsy material is scanty. But 11 of the present series 
were examined post mortem, and the heart showed several 
striking features. 

The left ventricle was the site of fibrosis, always affecting the 
endocardium and sometimes extending into the myocardium. 
Frequently the endocardial fibrosis was overlaid by thrombus, 
and in 2 cases this was in part calcified. The site of election for 
the fibrosis seemed to be the apex of the left ventricle, and it 
spread for a variable distance up the inflow tract of that 
chamber. The outflow tract of the left ventricle was spared 
from this fibrotic process in a remarkable fashion, and the 
aortic valve was always healthy and competent. The chorde 
tendinee of the mitral valve were commonly involved, leading 
to shortening, and hence to distortion and thickening of the 
mitral cusps, which made the valve incompetent. 

If mitral incompetence was pronounced, some enlargement 
of the left ventricle was the rule; the left auricle was usually 
normal in size, and never greatly enlarged. Another constant 
feature was an increase in the number and branches of the 
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trabecule carnez, which resembled tapestry. Similar lesions 
were rare in the right ventricle, and, when present, were 
inconspicuous. Nevertheless the right ventricle was always 
hypertrophied—sometimes greatly—from pulmonary hyper- 
tension. The largest cardiac chamber, however, was the right 
auricle, which often approached aneurysmal dimensions, giv- 
ing rise to gross tricuspid-valve incompetence from dilatation 
of the valve ring. This valvular lesion may have been partly 
responsible for the right ventricular enlargement. The main 
pulmonary artery and its major branches were always enlarged. 

Some of the younger cases which came to necropsy showed 
also an interesting condition in the left auricle. Its wall— 
particularly posteriorly—was thickened, wrinkled, and pearly 
white when fresh, the appearance being reminiscent of the 
McCallum’s patch seen in rheumatic carditis. 

Histologically, an important feature was the paravascu- 
lar collections of cells indistinguishable from Aschoff 
nodes. 

These were seen throughout the myocardium of the left 
ventricle and interventricular septum, and in the left-auricular 
wall, especially when a ‘‘ McCallum’s patch ” was recognised 
macroscopically. Only 7 of the hearts examined showed these 
** Aschoff nodes”, but they all were suspected of being the 
seat of active carditis immediately before death. Fibrinoid 
necrosis was not uncommon, and the whole picture was of an 
intense, diffuse inflammation, which was endocardial and 
myocardial rather than valvular; indeed, inflammation of the 
valves was rare, and, when present, insignificant. There was 
sometimes evidence of recent pericarditis. 

In the older hearts the lesions were less specific. Extensive 
fibrosis involved both the endocardium and myocardium of 
the left ventricle, the myocardial fibres being vacuolated. This 
fibrosis was often the site of thrombus formation on the endo- 
cardial surface, and it was difficult to say which was cause and 
which effect. In general, the picture was one of a burnt-out 
inflammation. 

Discussion 

In recent years several “‘ cardiopathies” have been 
reported from Africa. Bedford and Konstam (1946) saw 
a form of heart-disease in West African troops in the 
Western Desert. From their account—particularly their 
mention of an accentuated second heart sound—and the 
origin of their patients, it seems highly probable that 
they were dealing with the type of heart-disease which I 
describe here. From Uganda, Davies (1948), Ball et al. 
(1954), and Williams et al. (1954) have published a series 
of papers about a heart condition which they call endo- 
myocardial fibrosis. A proper comparison is difficult on 
the information given, but the endomyocardial fibrosis 
from Uganda has several features in common with the 
cases presented here. Whether they are variations of the 
same condition remains to be seen. The cardiovascular 
collagenosis with parietal endocardial thrombosis re- 
ported by Becker et al. (1953) from Johannesburg is 
generally believed to be a different entity, but this opinion 
may need review. The nutritional heart-disease of Gil- 
landers (1951) seems to be in a different category in that 
it was partly amenable to dietary treatment. 

Conventional rheumatic heart-disease—i.e., mitral 
stenosis and aortic incompetence—is rarely seen in 

Southern Nigeria at the present time. But consider- 
ation of the age and sex, the social background, and the 
presence of a clinically active carditis and pericarditis, 
with raised antistreptolysin-O titres and Aschoff-like 
nodules in the myocardium and endocardium, suggests 
that the patients here described have an unusual 
expression of the rheumatic process. 
Summary 

A form of heart-disease has been seen in West Africa 

during the past two years. This report concerns 53 


examples of the syndrome. Two-thirds of the patients 
were female, and most were under thirty. 

The clinical picture was predominantly that of mitral 
incompetence and pulmonary hypertension, which was 
confirmed by cardiac catheterisation. Some patients 
showed also the signs of acute carditis. Antistreptolysin-O 
titres were raised during the active phase. 

At necropsy there was fibrosis of the left ventricle and 
paravascular collections of cells resembling Aschoff nodes, 

The condition appears to be an expression of the 
rheumatic process. 


I am indebted to Dr. J. W. Landells, of the Bernhard Baron 
Institute of the London Hospital, for the histological findings 
described in this paper. 
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THESAUROSIS FOLLOWING INHALATION 
OF HAIR SPRAY 


B. G. EDELSTON 
M.D. Edin. 
PHYSICIAN-IN-CHARGE, 

CHEST CLINICS, FOLKESTONE AND DOVER HOSPITALS 
THE increasing use of cosmetics in all countries may 
create new medical problems because some constituents 
used in their manufacture are unknown. Usually these 
formule are jealously guarded secrets and the makers are 
not as a rule in a position to estimate the possible dangers 
to users of their products. Hair sprays thus come into the 
category of hazardous aids to beauty, despite the careful 

directions for their application on the containers. 


Case-report 

Mrs. A, aged twenty-six, was referred by her doctor to out- 
patients on May 5, 1958, with a history of cough, malaise, and 
loss of appetite and energy, of about a year. Recent mass 
radiography (fig 1) had shown suspicious shadowing in both lung 
fields. There had been no known exposure to pulmonary 
tuberculosis. 6 years previously she had been employed in a 
piston engineering works as an inspector of finished products, 
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Fig. 1—May 5, 1958. Bilateral hilar adenopathy and diffuse reticular 
mottling in both lung fields occupying mainly the mid and lower 
zones. 
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Fig. 2—June 30, 1958. This film shows an apparent increase in the 
reticular opacitations probably caused by the presence of a 
“bronchial cold” at the time the film was made. 


but she had not been exposed to metallic or other dusts or 
chemicals. She had never been out of England. 

Questioned further she recalled that some 12 months 
previously she had sprayed her hair, perhaps twice daily, with 
two well-known brands of fixative. She had used the spray for 
about 6 months but had then stopped, and had not used it 
again. 

Physical examination showed nothing abnormal in the chest. 
There were no enlarged lymph-nodes and the other systems 
showed no abnormality. There were no bony lesions. 

Chest radiography showed bilateral hilar adenopathy and 
diffuse mottling mainly confined to the mid and lower zones of 
both lung fields (fig 2). The cardiac outline was normal. Radio- 
graphy of the hands and feet showed normal bone structure. 
Examination of the urine, blood-count, Arneth-Cooke count, 
hemoglobin, erythrocyte-sedimentation rate, total and fractional 
serum-proteins, alkaline phosphatases, and serum calcium and 
phosphorus levels were all within normal limits. A laryngeal 
swab was negative for Mycobacterium tuberculosis. The 
Mantoux test was mildly positive. 


Discussion 

Although the composition of hair sprays is under- 
standably not disclosed it is permissible to guess at the 
constituents used. Thus a fixative (such as a varnish com- 
posed of synthetic or natural resin), perfume, and lanolin 
to impart a gloss to the hair, with a suitable propellant, 
are reasonable assumptions. Of these lanolin could give 
tise to a lipoid pneumonia, but the radiological appear- 
ances would differ from those seen in the patient’s films. 

At the time she was seen I was unaware of the relevant 
American work, but an annotation (Lancet 1958) con- 
firmed suspicions of the possible role of hair sprays, and 
later I read the clinical and experimental studies of 
Bergman et al. (1958). This and several other papers 
(Hueper 1942, 1957, Persson 1952a and b, Altemeier 
et al. 1953) showed that inhaled resins (synthetic or 
natural) are capable of producing granulomata in the 
lungs. 

The synthetic resins are very numerous and include 
those derived from cellulose and from the polymerisation 
of vinyl derivatives—e.g., polyvinyl alcohol and polyvinyl 
pyrrolidone. 

Unlike the polysaccharide dextran none of these substances 
are metabolised in the body, but some with small molecules can 
pass through the glomeruli and appear unchanged in the urine, 
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Fig. 3—Nov. 24, 1958. Restoration of normal appearances is almost 
complete. 

while substances with molecular weights of 20,000 and upwards 
are phagocytosed by the cells of the reticuloendothelial system 
and can be demonstrated in the liver, spleen, lungs, and other 
organs. The deposition of such resins initiates inflammatory or 
granulomatous reactions in these organs where they lodge 
and such synthetic substances as carboxymethy! cellulose and 
polyvinyl pyrrolidone have been shown to cause lesions in the 
liver and lungs. 

These preparations may constitute a danger to the 
women who use them. Some polymers are carcinogenic, 
and polyvinyl pyrrolidone injected into mice and rats has 
been shown to cause various malignant growths, notably 
sarcomas and lymphosarcomas (Hueper 1957). But 
Hueper says that their significance in man can be deter- 
mined only after a long time, and possibly 15-30 years 
may have to elapse before such tumours develop. 

In the past six months in this woman, radiological 
studies have shown a gradual resolution of the hilar 
adenopathy and of the reticular lesions in the lungs (fig 3). 
This case is reported in the hope that doctors will recognise 
the possibility that in women pulmonary shadowings of 
unknown etiology may be due to inhalation of particulate 
matter from hair sprays. Moreover, manufacturers might 
with advantage advise women to use face-masks before 
they envelop their heads in clouds of spray, and to move 
out of the area of operation as quickly as possible. 


Summary 

In a woman chest radiographic appearances of bilateral 
pulmonary mottling with hilar lymphadenopathy proved 
to have been caused by inhalation of hair spray. The 
provocative agent in this and other cases recorded may 
have been macromolecular synthetic resins used as a 
fixative which, unlike dextran, cannot be metabolised in 
the body. 

Disappearance of the radiological appearances may 
mean that the irritant has been removed from the lungs 
by phagocytosis to storage sites elsewhere: for example, to 
liver or spleen. Its ultimate effects can be ascertained only 
by long observation. 
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QUANTITATIVE COLORIMETRIC METHOD 
FOR ESTIMATION OF 3-METHOXY- 
4-HYDROXYMANDELIC ACID IN URINE 
VALUE IN DIAGNOSIS OF PHEOCHROMOCYTOMA 


THE identification of 3-methoxy-4-hydroxymandelic 
acid (vanilmandelic acid, v.M.A.) by Armstrong et al.!~® 
as a major metabolite of both adrenaline and noradrenaline 
was a discovery of great diagnostic importance, for these 
workers and others 4~® have shown that comparatively 
large amounts of v.M.A. are excreted in the urine of 
patients with pheochromocytoma. However, no satis- 
factory method for quantitative study of this substance 
has so far been described. The workers mentioned above 
have all used a paper-chromatographic technique, which 
by its nature is only semiquantitative.?- Methods involving 
high-voltage electrophoresis * or isotope dilution ® have 
also been devised, but these are ill suited to the heeds of 
the routine clinical laboratory. 

Some recent reviews }° " have stressed the need for a 
precise colorimetric technique for the assay of V.M.A. 
We have developed such a method. 


PRINCIPLE 
Urine is passed through a cation-exchange resin. The 
absorbed v.M.A. is then eluted with acetate buffer, 
extracted from this with ethyl acetate, and, after evapora- 
tion of the solvent, converted to vanillin by heating with 
dilute sulphuric acid using activated alumina as catalyst: 
R. CHOH.COOH———-—->R. CHO+H.COOH 
The resulting vanillin is assayed colorimetrically with 
indole in the presence of orthophosphoric acid. 


REAGENTS 

* Dowex IX2’ cation-exchange resin as its acetate 

Slurry 100 g. resin, which is purchased as the chloride, with 43 ml. 
3M ammonium acetate, pH 5-9, and pour into a glass column, 
25x50 cm. Elute with more 3M acetate buffer until the eluate is 
chloride free—about 300 ml. is necessary—and wash with 500 ml. 
ion-exchange water. Drain, extrude, and store at 4°C. 
3M ammonium acetate, pH 5-9 

Dissolve 115-7 g. ammonium acetate analytical reagent (A.R.) in 
about 400 ml. water. Add glacial acetic acid until pH reaches 
5-9—about 10 ml. is required—and make up to 500 ml. with water. 
1M ammonium acetate, pH 4:8 

Dissolve 38-5 g. ammonium acetate A.R. in about 400 ml. water. 
Add glacial acetic acid until pH reaches 4-8—about 20 ml. is 
required—and make up to 500 ml. with water. 
50°% v/v sulphuric acid 
5% v/v sulphuric acid 
Ethyl acetate A.R. 
Alumina (Hopkins & Williams, “‘ activated for chromatography ” 
Sodium chloride A.R. 
Indole reagent 

Add 50 mg. indole to 10 ml. absolute ethanol. 
Orthophosphoric acid A.R. 
Vanillin standard solution 

A solution of vanillin a,R. (2-5 ug. per ml.) in 5% v/v sulphuric acid. 
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METHOD 

Slurry 1:5 g. of the damp dowex acetate with 1 ml. ion. 
exchange water, and transfer with a Pasteur pipette to a glass 
column, 25x0:5 cm. Run off excess water. Pipette 1-0 mi, 
urine on to the column and allow to seep:through over about 
2-3 min. Elute with 15 ml. of 1M acetate buffer over a period 
of about 40-50 min. Collect the eluate into a 6 x 1 in. stoppered 
tube and acidify with 2:0 ml. 50% sulphuric acid. Add 8 g, 
sodium chloride and 15 ml. ethyl acetate, shake for 5 min,, 
centrifuge, and transfer upper (organic) phase to another 
6x1 in. stoppered tube. Repeat this extraction with a further 
15 ml. ethyl acetate. Distil off the organic solvent under 
reduced pressure at 40°. Because of the small capacity of the 
6 x 1 in. tube it will be found convenient to evaporate the first 
15 ml. of ethyl acetate to a small volume before adding the 
second to the same tube. It is important that all acetic acid 
(deriving from the acidified buffer) be removed finally. The 
residue should not smell of acetic acid. Add 2:5 ml. of 5% 
sulphuric acid to the residue, and rotate the tube to wash its 
walls. After adding 0:2 g. activated alumina, replace the 
stopper, which is separated from the neck of the tube by a 
piece of thread. Place the tube in an autoclave at a pressure of 
15 lb. per sq. in. for 1 hour. Remove from the autoclave, mix 
thoroughly, and centrifuge. Pipette 2-4 ml. orthophosphoric 
acid into a test-tube, add 0-1 ml. indole reagent, and mix. Then 
add 1:5 ml. of supernatant. Mix gently to avoid bubble 
formation. The resulting pink colour is read at 495 my ona 
spectrophotometer within 5 min. Set up 1:5 ml. of vanillin 
standard and a blank using 1:5 ml. 5% sulphuric acid similarly. 


Calculation 
Test-Blank 


Standard-Blank 


Specificity 

The colour reaction obtained from the urine extract is 
slightly different in quality from that obtained by taking pure 
v.M.A. through the same procedure. This is partially due to 
small amounts of p-hydroxymandelic acid * in urine which is 
converted to p-hydroxybenzaldehyde and partially to unknown 
substances absorbing in the 520-540 my. region whose colours 
gradually increase in intensity over a period of hours. The 
colour reaction with vanillin has an absorption peak at 495 mu. 
We have found it preferable to read at this wavelength, despite 
the presence of traces of p-hydroxybenzaldehyde (Emax 
478 mu). This point, however, is under further investigation. 

When the final urine extract is run as a chromatogram on 
Whatman no. 1 paper in isopropanol/0-880 ammonia/water 
(20/1/2) and developed by dipping in a mixture of ethanol- 
indole reagent-ortho-phosphoric acid (15/1/24), vanillin appears 
as a pink spot with an R¢ of 0-5, whilst p-hydroxybenzaldehyde 
shows up as a faint orange spot with an R¢ of 0-6. Traces of 
other unidentified substances are occasionally seen. 


< 8:15=ug. V.M.A. per 1 ml. urine. 


RESULTS 

Urine samples obtained from 11 young normal adults 
showed a mean and standard deviation of the mean of 
11:0+2:3 mg. v.M.A. per 24 hours. 

4 adults with proven pheochromocytoma had outputs 
of 60-5, 23:4, 22:2, and 19:0 mg. v.M.A. per 24 hours. 
A child aged six months with a neuroblastoma put out 
17-3 mg. V.M.A. per 24 hours; and another child with a 
neuroblastoma, in whom the 24-hour urine volume was 
not available, showed the very high value of 304 mg. V.M.A. 
per ml. urine. 

Recoveries of v.M.A. added to urine averaged about 90% 
and reproducibility was within +10%. The method is 
not suitable for v.M.A. assay in urine from patients with 
phenylketonuria or maple-syrup disease as recoveries are 
low and reproducibility erratic. 


DISCUSSION 


Early in this work we found that urine contains a sub- 
stance which interferes with the breakdown of V.M.A. t0 
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yanillin. As this inhibitor could not be separated from 
y.M.A. by more orthodox extraction procedures, we resorted 
to the use of a cation-exchange resin, modifying a pro- 
cedure previously used for 1C-labelled adrenaline 
metabolites.!2 The resin could not be used batchwise 
because of poor recovery. 

In order to obtain a sufficiently sensitive colour reaction 
with the final product, vanillin, we modified the method 
of Harada and Nikuni.!* This reaction is a general one 
for aldehydes, so that traces of substances other than the 
y.M.A. derivative are present. This does not invalidate 
the diagnostic usefulness of the method, for amounts of 
V.M.A. present in pheochromocytoma urine are far in 
excess of any other reactive constituent. We estimate that 
values obtained in normal subjects may be up to 20% too 
high. Apart from excluding bananas, which contain large 
amounts of noradrenaline,!* from the diet of our control 
subjects, no dietary restrictions were imposed. This and 
other factors which may help to increase the specificity of 
the method are at present under investigation. 

We are grateful to Dr. Gerald Curzon for helpful discussions, to 
Dr. G. B. West and Dr. Monica Mann for clinical material, and to 
Dr. Marvin Armstrong for gifts of v.M.A. 

M. SANDLER 
M.B. Manc., M.R.C.P. 


C. R. J. RUTHVEN 


M.Sc. Lond., A.R.I.C. 


Bernhard Baron Memorial 
Research Laboratories, 
Queen Charlotte’s Maternity Hospital, 
London, W.6 





12. Goodall, McC., Kirshner, N., Rosen, L. 7. clin. Invest. 1959, 38, 707. 

13. Harada, T., Nikuni, J. Mem. Inst. sci. Res. Osaka Univ. 1950, 7, 163 
(Chem. Abstr. 1951, 45, 6837c). 

14. Waalkes, T. P., Sjoerdsma, A., Creveling, C. R., Weissbach, H., 
Udenfriend, S. Science, 1958, 127, 648. 





New Inventions 





A NEW APPROACH TO THE 
SHARPENING OF HYPODERMIC NEEDLES 

THE resharpening of hypodermic needles is usually done by 
hand using a fine abrasive stone (Arkansas stone) of suitable 
form on which the needle bevel is abraded, or by grinding the 
bevel and side facets on a fine abrasive wheel. The bevel is 
then polished and the wire edge removed with fine abrasive 
paper or a polishing wheel. Whichever method is used at 
least two operations are involved, a certain degree of skill and 
experience is necessary, the time taken to sharpen one needle 
is several minutes, and the results are not always uniform. 

Ideally, the bevel surface of a needle should be smooth and its 
edges should be free from defects such as burrs and crumbling. A 
sharp point is 
then obtained 
flankedby 
sharp edges 
which readily 
cut the skin 
and tissue, 
ensuring easy 
entry of the 
needle. A 
bevel surface 
such as this 
can be pro- 
duced by 
lapping the 
needle on a 
metal surface 
in which are 
embedded 
abrasive part- 
icles of suit- 
able size and 
hardness. 
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This technique 
has been used 
successfully for 
sharpening 
microtome 
knives,}? and the 
same basic prin- 
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ening of hypo- 
dermic needles. 
Some desirable 
attributes of a 
sharpener for 
use in hospitals 
and institutions 
are ease of 
operation by un- 
skilled personnel 
ability to handle all types and sizes of needle in common use, 
and sufficient capacity to keep the cost of resharpening low. 
For sharpening needles with flat bevels, the apparatus 
(fig. 1) consists of a lap which is a flat plate of cast iron or 
brass, with abrasive powder embedded in its surface. This 
plate is mounted on a shaft inclined to the horizontal at an 
angle (@) about equal to the bevel angle of the needle. A 
horizontal straight edge intersecting the axis of the shaft is 
mounted parallel with the surface of the lap at an appropriate 
distance (about 0-45 d, where d is the external diameter of the 
needle). The needle point is inserted between the lap and the 
abutment edge, and rotation of the lap causes the point to be 
drawn into the gap, with the bevel surface pressed firmly 
against the abrading surface. Thus a new surface and point 
are formed. To prevent excessive lateral movement of the 


O 


Fig. 2. 


Fig. 3. 
needle it is passed through a loose-fitting slot above and at 
right-angles to the abutment edge. 

To produce a concave bevel a cylindrical lap with a hori- 
zontal axis is used and the abutment edge is placed parallel 
with a generator of the lap surface (fig. 2). Provision is made 
for traversing the needle holder slowly to and fro over the lap 
to prevent “ tracking” of the surface, and for continuously 
embedding fresh abrasive powder in the surface of the lap. 

A prototype machine (fig. 3) has been used to sharpen needles 
of sizes ranging from 14 to 26 s.w.c. The machine holds five 
needles; the time for sharpening does not exceed 3 minutes 
and is usually less. Hence the capacity of the machine is at 
least a hundred needles per hour. 

A full description of the apparatus and method will be submitted 
for publication elsewhere. The apparatus, but not the method, is the 
subject of an Australian patent application no. 42859/58. 


Division of Metrology, National Standards 

Laboratory, Commonwealth Scientific and G. A. BELL 
Industrial Research Organisation, : 

Chippendale, Sydney, New South Wales, Australia B.SC. 

1. Bell, G. A. . clin. Path. 1958, 11, 273. ; ‘ 

2. Bell, G. A., Lobb, J. Sharpening Microtome Knives; Circular no, 1. 

C.S.I.R.O. Australian National Standards Laboratory, 1958. 
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A WALKING-AID 
TuHIs new walking-aid (figs. 1 and 2):;was designed by combined 
engineering and orthopedic effort. It has been in constant use 
in the wards since last July and has been found to be of more 
value than any walking-aid previously tried. 


\ 








J |™ 











——. 


bars have a suitable radius and their centres are vertically in 
line with the anterior shoulder. The uprights are at an angle 
which helps weightbearing and makes for ease of moving the 
apparatus ; moreover the angle and the stops attached to the base 
increase lateral stability and ensure absence of backward rocking, 

The largest model is 41 in. high, the 
length of rocker base 32 in., and the inner 
width 16/, in. The rubber handgrips are 
smooth on their palmar aspects, and are 
large enough to assist in gripping and 
moving the walking-aid, and thus in taking 
a forward step. The open front makes for 
ease of gait and allows straight-leg-raising 
exercises. 

The aid has proved of particular value in 
the weightbearing rehabilitation of lower- 
limb fractures, especially those of the hip 
region. As Murley * points out, it is often 
very difficult or even impossible to teach 
elderly patients to use crutches. They may 
be unwilling to stand upright for fear of 
faliing backwards. The slight flexion of 
back and hips afforded by the aid, together 
with its stability, at once increases confi- 
dence in weightbearing, and the forearm 
rests and handgrips are particularly appre- 
ciated. The apparatus is of value after 





Fig. 1 


It consists basically of steel-tubing scaffolding with a stable 
rocker base, forearm rests, and handgrips. There are three 
sizes—for men, women, and children. 

It is made of 18-gauge lightweight steel tubing, the basal 
tubing being 1 in. and the rest */, in. in diameter. The basal 


Fig. 2 


any procedure involving the lower limbs 
including amputations. 


The walking-aid is manufactured by Staley & Millbrook Ltd., 
Stalybridge, Cheshire. 
Ashton-under-Lyne, Hyde and C. Murray-DRANSFIELD 
Glossop Hospital Group F.R.C.S. 


1. Murley, A. H. G. Lancet, 1959, i, 24. 








Reviews of Books 





Management of Emergencies in Thoracic Surgery 
JOHN BorRIE, M.B.E., CH.M., F.R.C.S., thoracic surgeon, Dunedin 
Hospital and Southern Metropolitan Regions, New Zealand. 
London: Staples Press. 1959. Pp. 340. 84s. 


Most books on thoracic surgery give a comprehensive view 
of their subject; but information about sudden necessities 
which may arise, though to be found in them, is not immedi- 
ately accessible. Mr. Borrie has met this need with con- 
spicuous success in his concise and readable book. The 
chapters are arranged on an anatomical basis, and the potential 
emergencies at each site are considered in turn—chest wall, 
pleural, pulmonary, and so on. Illustrations abound; they are 
good, with many excellent radiographs; none is superfluous. 
Each chapter has a useful bibliography. 


Helping your Child to get Well 
SIMON YUDKIN, PH.D., M.B.,; M.R.C.P.; J. LANGRIDGE, S.R.N.; 
S.R.C.N.; PHYLLIS WOOLRICH; LEN CHALONER, M.B.E., Whitt- 
ington Hospital. London: George Allen & Unwin. 1959, 
Pp. 144. 16s. 


THIS book can be recommended to mothers, and their 
advisers, without hesitation as intelligible, sensible, useful, and 
readable. The first section, on the observation and nursing of 
the sick child at home, is full of common-sense advice which 
will help the inexperienced mother without making her 
anxious and without undermining the influence of the family 
doctor. The second section suggests many varied ideas for 
amusing a child in bed, with explicit instructions on how to 
carry them out. It does not assume that the mother has endless 
time or a bottomless purse. The third section, entitled If 
Your Child Goes into Hospital, is on the long side and tends to 
stray into irrelevancies, but the views given are balanced and 
reassuring. 


A Synopsis of Skin Diseases 
BETHEL E. R. SOLOMONS, Jr., M.A., M.D., F.R.C.P.I., consultant 
dermatologist, Chelmsford and Essex General Hospital, Herts 
and Essex General Hospital, Hertford County Hospital. 
Bristol: John Wright. 1959. Pp. 304. 30s. 

LABORATORY animals are fed on pellets which contain all 
their necessary nourishment. Inevitably the Synopsis series 
tends in the same way to be similarly dry and unappetising, 
although crammed with fact. This addition to the series is 
accurate, and contains much more information than is required 
by the busy practitioner, or by the student facing his final 
examinations, for whom it is intended. It forms a quick source 
of reference if the inquirer knows what he is looking for. 





Clinical Effects of Electrolyte Disturbances (London: 
Pitman Medical Publishing Co. 1959. Pp. 210. 20s.).—The 
proceedings of the-conference on this subject which was held 
by the Royal College of Physicians of London last February 
were taken down by shorthand writers, typed, and reproduced 
by offset equipment by members of the publishers’ group of 
companies. The result is a small workmanlike book in what 
appears to be neat and clear typescript. Dr. E. J. Ross, the 
editor, is to be congratulated on its prompt appearance. 


Clark’s Applied Pharmacology (9th ed. London: 
J. & A. Churchill. 1959. Pp. 750. 50s.),.—Since its first edition 
in 1923 this book has always provided a valuable account of the 
pharmacological basis for the use of drugs in clinical practice. 
In bringing it up to date once more the present editors, Prof. 
Andrew Wilson and Dr. H. O. Schild, have successfully faced 
a task made formidable by the rapid introduction of numerous 
new drugs. An excellent account of the methods of studying 
drugs which affect mental activity is particularly noteworthy. 
This new edition can be strongly recommended to all who wish 
to gain some insight into the problems posed by drug therapy 
today. 
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Progress in Psychiatry ? 

Just as the progress of a ship at sea is found by 
observations in time and space, so progress in medicine 
can be measured only by taking points of reference. 
Whereas the navigator’s values are constant and predict- 
able, the stars that guide the health administrator are 
hard to define and apt to fuse with the very measures he 
is trying to plot. It is difficult to be sure, for instance, 
whether better living conditions are the result of malaria 
eradication or are, in part at least, a cause of it. Such 
questions can be hard to answer in those branches of 
medicine where knowledge is precise, but in psychiatry 
there is little certainty even on what questions to ask. 

That there have been great changes in the care of the 
mentally sick in the past decade is obvious; but, until 
causes can be separated from effects, the interpretation 
and measurement of these changes must be largely 
conjectural. What, for example, is the true relation 
between the effects of physical treatment on the long- 
stay patients, the opening of locked wards, and a rising 
rate of discharge in the long-stay section of the mental- 
hospital population ? Each of these variables has been 
praised as a sign of progress, and yet each has also been 
deplored. The steady rise in the volume of outpatient 
work and community care of all kinds during the past 
ten years has been variously interpreted as showing a 
real increase in the incidence of mental disorder, as 
being a true indicator of its prevalence (made possible 
by better facilities and their readier acceptance by 
society); or as proving once more that provision of a 
public service artificially creates a need for it. Not so 
long ago the rate of admission to a hospital, especially 
of voluntary patients, was regarded as a criterion of its 
efficiency; the best hospitals had the highest admission- 
rate. But within the past few years the validity of this 
yardstick has been widely challenged. Expansion of 
work in the community and the prevention of admission 
have been promoted both as ways of controlling over- 
crowding in the hospitals and because it was felt that 
treatment outside a hospital was better for many 
psychiatric patients. But the two questions implicit in 
this policy have not yet been precisely asked, let alone 
answered. For it might be argued that overcrowding is 
due as much to defects in the hospital itself—such as 
bad sitirig, excessive size, and shortage or inefficiency of 
staff—as to the admission of patients who might have 
been treated outside. 

In the short-stay sections of our mental hospitals the 
duration of stay has steadily fallen but the readmission- 
tate of discharged patients has as steadily risen. A special 
study has been undertaken by the General Register 
Office to establish the relation between these observa- 
tions, and a preliminary report has appeared.! Though 
multiple admissions are certainly preferable to “ institu- 

1, Brooke, E. Proc. R. Soc. Med. 1958, 52, 280. 





tionalisation ”, a longer. period in hospital might lessen 
the risk of relapse; and a study of the optimum length 
of stay for the various types of patients under different 
forms of treatment is badly needed. From the care of 
the long-stay patients a similar range of problems arises. 
There is general agreement that many could live outside 
hospital, and indeed many do; but the extent to which 
individuals, the family group, and society can tolerate 
eccentrics and lame ducks has not yet been estimated. 
In community care the common catchword is integra- 
tion, and it is all to the good that those who deal with 
mental patients should be in close touch with each other 
and work towards a common goal. But one design will 
not fit all areas, and comparative studies of the various 
schemes already in operation are needed before any one 
type can be preferred. Thus nobody would question the 
value of an efficient screening service, combined with 
facilities for treatment, as an adjunct to any hospital; 
and attention has been drawn several times in these 
columns to the virtues of the ‘‘ Worthing experiment ”; 
but whether the Worthing scheme would fit Lostwithiel 
is another matter. Objective criteria are needed by 
which the results of the many variants of community 
care can be tested, and it is good to know that a team 
at Nottingham is trying to provide some. 

In the public mind research in psychiatry is commonly 
associated with elaborate electronic devices, abstruse 
biochemistry, and the analyst’s couch. But though the 
individual patient should be the focus of attention, more 
mundane and less spectacular information, obtainable 
both from the hospitals and from the community, would 
enable us to make better use of the existing services. 
The perfect mental hospital does not exist, and it can 
hardly be expected to evolve until its functions are 
analysed and it is matched to them in design. For general 
hospitals this has been brilliantly done under the 
sponsorship of the Nuffield Provincial Hospitals Trust, 
and a similar study would be valuable for the planning 
and running of psychiatric hospitals. Recent letters to 
the Manchester Guardian® urge that experts in mental 
health should be appointed to advise regional hospital 
boards and other controlling authorities; and certainly 
these vessels should have navigators. But it is equally 
necessary that the navigators should have up-to-date 
charts, for until more is known about the epidemiology 
of mental disorder the planning of services to combat it 
must proceed by trial and error. Fortunately there are 
signs that this is recognised. The World Health 
Organisation’s Expert Committee on Mental Health is 
tackling the subject on an international level, and in a 
paper now awaiting publication Miss EILEEN BROOKE 
sets out the principles that are applied to its study in 
our national statistics. The Medical Research Council 
have lately decided to set up a special committee, one 
of whose tasks will be to define the diagnostic terms and 
thus promote accuracy in comparisons of treatment. 

If the mental-health service is to sail the course laid 
by the new Act, its pilots will need all the help these and 
other surveys can give. 

2. Taylor, E. Manchester Guardian, April 1, 1959; Bowen, A. ibid. April 7; 


Esher, F. J. S. ibid. April 22. 
3. 3. ment. Sct. (in the press). 
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Beryllium Disease 
BERYLLIUM, the fourth element in the periodic table, 
has a low density, high modulus of elasticity, good 
thermal conductivity, and high melting-point, and it 
resists atmospheric corrosion’; but these attractive 
metallurgical properties are offset by its brittleness. 
When 2% of beryllium is added to copper, however, the 
alloy is hard, resists high temperatures and corrosion, is 
non-magnetic, and it does not spark (a big advantage in 
tools used at oil refineries, and in aircraft engines and 
electrical circuits). Its low atomic number makes 
beryllium useful as a moderator in slowing down and 
reflecting neutrons, particularly since it does so without 
wastefully absorbing them, thus ensuring for itself a 
‘special place in atomic reactors. These uses have 
replaced its former role as a beryllium phosphor, which 
gave fluorescent tubes their glow but also contributed 
to severe poisoning among workers engaged in coating 
these tubes or preparing the fluorescent powders. 


Beryllium is toxic to man when it is in contact with 
skin or when inhaled, and the consequences depend on 
the type of exposure and intensity of irritation of the 
skin or respiratory mucosa. The skin changes include 
papulovesicular eruptions, ulcers, and subcutaneous 
granulomas, and more recently erythema nodosum has 
been noted in association with beryllium disease. 
Respiratory disease has been arbitrarily divided into 
acute and chronic forms, depending on the abruptness 
of onset and progression of the disease. Acute broncho- 
pneumonia with weight-loss, orthopnoea, cyanosis, and 
diffuse mottling of the chest radiograph may develop 
within weeks of the initial exposure to beryllium. By 
contrast, chronic beryllium poisoning with gradually 
increasing dyspnoea may first become obvious as long 
as fifteen years after exposure, though weight-loss may 
be an earlier sign. Between these extremes lie the 
commoner clinical patterns and those instances in which 
acute episodes subside and later progress to the chronic 
disease without further exposure to beryllium. 


Beryllium disease is rarely diagnosed in this country, 
presumably because it is not a big industrial problem, 
but possibly because it is overlooked. In the United 
States, on the other hand, industrial epidemics have 
led to the formation of a beryllium case registry at the 
Massachusetts General Hospital. Since its inception 
in 1952, information has accumulated on 601 persons 
with acute or chronic beryllium disease.2 These data, 
together with work from other centres, formed the 
basis of a recent conference in Boston on beryllium 
disease and its control. The difficulties in establishing 
the diagnosis were well presented by Van Ordstrand,’ 
one of the earliest workers to recognise the condition in 
the United States. The most conclusive diagnosis is 
based on a combination of evidence, for no single factor 
is more than suggestive. There should be a history of 
exposure, suggestive clinical and radiographic features, a 
positive skin test, and beryllium in the urine and affected 

asian, A. R. A.M.A. Arch. —_ ph 1959, 19, 91. 
2: Hall, T. C., Wood, C. H., Stoeckle, J. epper, L. B. ibid. p. 100. 
3. Van ‘Ordstrand, H. ’s. ib bid. p. 157. 


4. Van Ordstrand, H. S., Hughes, R. wad De Nardi, J. M., Carmody, M. G. 
F. Amer. med. Ass. 1945, 129, 1084 





tissues. A history of exposure plus beryllium in the urine 
and even in the lung may be misleading, for the com- 
bination has been known in former beryllium workers 
who died from other causes and whose lungs were found 
to be unaffected.? The clinical and radiographic features 
of chronic beryllium disease may be indistinguishable 
from sarcoidosis, and confusion is heightened by the 
histological changes of sarcoid that may be found in 
biopsies of lung, lymph-node, liver, skin, kidney, or 
skeletal muscle.*-’ ISRAEL and Songs ® analysed findings 
in 209 patients with sarcoidosis in an effort to distinguish 
this condition from beryllium disease: although their 
deductive reasoning is ingenious in providing differences 
in a whole series, it remains hard to distinguish the two 
conditions in a single patient. Identical findings in 
chronic beryllium disease and sarcoidosis include not 
only clinical, radiological, and histological features but 
also the results of respiratory function tests,® serum- 
protein changes, and abnormalities in calcium meta- 
bolism.!° These similarities throw even greater 
emphasis on the results of skin tests, which have proved 
valuable in distinguishing the two conditions. Curtis 
and his coworkers !!~!% devised a delayed-type beryllium 
patch test, which indicates beryllium hypersensitivity: 
gauze, moistened with 1% or 2% beryllium sulphate 
or nitrate, is applied to the skin, and a positive reaction 
reveals eczematous hypersensitivity in two to three 
days. SNEDDON 4 has taken biopsies from this in- 
flammatory reaction three weeks later and the histo- 
logical changes were those of sarcoid tissue. SNEDDON’s 
extension of the original patch test may bring it into line 
with the Kveim test for sarcoidosis, which it now closely 
resembles. CurtTIs }* demonstrated that the Kveim test 
is negative in beryllium disease, and JAMES }° showed 
that the beryllium patch test is negative in sarcoidosis; 
so these two skin tests, involving different antigens, are 
mutually helpful in distinguishing beryllium disease 
from sarcoidosis, though doubts have been expressed 
about the reliability and even safety of the beryllium 
patch test. 

The management of the two disorders is similar in 
that treatment is directed towards the prevention of 
pulmonary fibrosis and its disabling sequele. At present, 
corticosteroid therapy is favoured, and it certainly 
relieves symptoms and may save life. Chelating agents 
are also under review, and aurintricarboxylic acid has 
been effective in experimental beryllium poisoning in 
mice.!*¢ These measures, of course, take second place to 
tackling the root of the trouble—namely, contamination 
of the atmosphere with toxic concentrations of beryllium. 
One of the recommendations of both the U.S. Atomic 
Energy Commission and the American Industrial 


. Dudley, ¥ . A.M.A. oe industr. Hith, 1959, 19, 184. 


5 

6. Freiman, D. G. ibid. 

7. Williams, W. J. Brit. indus, Med. 1958, 15, 84 

8. Israel, H. L., Sones, M. A.M.A. Arch. industr. Hith, 1959, 19, 160. 

9. Gaensler, E. A. be ag oe “M., Weil, W. B., Cugell, D. W., Marks, 
A., Cadigan, J. °B, > Jr., Jones, R. H., ee og F. ibid. p. 132. 

10. Hardy, H. L. Amer, Rev. Tuberc. 1956, 74, 88 

11, Curtis, G. H. Arch. Derm. Syph., 5 ieagns US 1951, 64 

12. De Nardi, J. M., Van Ordstrand, Curtis, on %, Zielinski, J. 
A.M.A. Arch. industr, Hye. 1953, 8, 1. 

13. Curtis, G.H. A.M.A. Arch. industr Hith, 1959, 19, 150. 

14, Sneddon, I. B. Brit. med. 5, i, 1448. 

15. James, D. G. paws. ed. "193, 28, 109. 

16. _ J., Rosent! al, M. A.M.A. Arch. industr. Hith, 1959 

, 169. 
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Hygiene Association is that the maximum atmospheric 
concentration should not exceed 2 wg. of beryllium per 
cubic metre of air,!’? as an average concentration 
throughout an eight-hour day; and the United Kingdom 
Atomic Energy Authority adopted the same figure. 
This appears a strict and effective level of control, 
compared with the exposure values of those affected in 
some of the early epidemics. Fatal beryllium disease, 
however, has been reported in persons who were exposed 
to very small concentrations, because they lived within 
a mile of a beryllium plant or habitually handled a 
beryllium worker’s dusty clothing.1® In addition to 
direct beryllium toxicity, other factors may be 
significant: further work is needed to assess whether 
victims of the chronic insidious form of the disease are 
peculiarly vulnerable, immunologically or otherwise. 
The soil as well as the seed may be at fault in beryllium 
disease, as indeed some workers consider likely in 
sarcoidosis and other reticuloendothelial disorders. 

The story of beryllium disease has been as full of 
contradiction and controversy as that of sarcoidosis. 
Although the work of HarRDy, VAN ORDSTRAND, and 
others has conclusively proved the toxicity of beryllium, 
and it was prescribed as an industrial disease in this 
country in 1949, it is only eight years ago since we 
remarked: ‘‘ Beryllium seems to be the Admirable 
Crichton of metals...To charge such an admirable 
metal with having poisonous properties is about as 
distasteful as accusing a trusted butler of stealing the 
family plate ’’.19 





Annotations 





PRINTING OF THE LANCET 

By the strenuous efforts of new printing friends 
abroad—to whom we are very grateful—The Lancet has 
remained just ambulant during the past few weeks. But 
the trauma of separation from our normal printers was 
severe while it lasted; and, though we are now reunited, 
we cannot immediately regain our usual form. When we 
do so, we shall lose no time in working off some of the 
arrears of publication which we so much regret. 


RETINOBLASTOMA 

Reports of the familial occurrence of retinoblastomas 
are now numerous enough to give some idea of the genetic 
mechanisms which control the transmission of the disease. 
Dollfus and Auvert 2° showed that there is no high rate 
of consanguinity among affected sibships. Affected sibs 
are known to have themselves transmitted the condition; 
and it appears that inheritance takes place in a dominant 
rather than a recessive fashion. In so highly lethal a 
Condition the possibility that each fresh case represents 
a germinal mutation has been considered, and mutation- 
tates based on this assumption have been put forward.”! 2? 





17, Williams, C. R. ibid. p. 263. 

18. Eisenbud, M., Wanta, R. C., Dustan, C ; Steadman, L. T., Harris, 
W.B., Wolf, B. S. F. industr. Hyg. 1949, 3i, 282. 

19, Lancet, 1951, i, 1357, 

20. Dollfus, M. A., Auvert, B. Le Gliome de la retine et les pseudogliomes. 
Paris, 1953. 

21. Philip, U., Sorsby, A. Communication to Genetical Society, Great 

Britain, 1944, 
22. Falls, H. F., Neel, J. V. A.M.A. Arch. Ophthal. 1951, 46, 367. 
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Vogel,?* 24 however, has contended that germinal mutation 
is responsible for only a minority of cases. Most, in his 
view, are genuinely sporadic, and may possibly be 
examples of somatic mutation. 

Maynard Smith and Sorsby *° have reviewed the prob- 
lem in the light of the pedigrees of 56 infants admitted 
to the Sunshine Homes for Blind Babies between 1920 
and 1954, They conclude that most cases of retinoblas- 
toma are, in fact, unilateral and sporadic. They find that 
the offspring of such patients are only exceptionally 
affected (some 4%), although, when retinoblastoma is 
transmitted by a parent with one healthy eye, both eyes 
of the offspring commonly show the lesions. Bilateral 
retinoblastoma is, nevertheless, found also as an appar- 
ently sporadic disorder, although further data on the 
offspring of the survivors in the sporadic group is needed 
to exclude the possibility of unrecognised genetic factors. 

Maynard Smith and Sorsby’s conclusions, therefore, 
tend to confirm those of Vogel, and indicate that the early 
high mutation-rates calculated on the assumption of 
frequent germinal mutations should be discarded in 
favour of the considerably lower rate given by Vogel.*4 


RADIATION AND WORLD HUNGER 

CHEAP and effective methods of preserving food would 
increase the usable food in India by 50% or more, said 
Dr. K. K. Nair, a research-worker with the Indian 
Atomic Energy Commission, at a conference on the 
radiation preservation of foods lately held at the 
Massachusetts Institute of Technology.”* In India’s heat, 
a large part of food shipments is often lost through 
spoilage. When communications are held up by monsoon 
weather, food may spoil even before it is dispatched, and 
5% of a catch of fish may go bad in the few hours it takes 
the fishing vessel to reach shore. Conventional methods 
of preservation—e.g., the provision of refrigerated freight 
cars—are either inapplicable or too expensive. But 
irradiation offers more promise: radiation apparatus at a 
railhead or on the mother vessel of a fishing fleet could 
inhibit microorganisms and the natural chemical com- 
pounds that cause spoilage. In India experiments have 
just begun to show what can be done in this way; if 
they are successful, said Dr. Nair, and atomic energy can 
give India a cheap food-preservative, it will be as valuable 
as millions of acres of rich farmland. 

Even if radiation can be provided cheaply, it has known 
and possibly unknown drawbacks. Thus Dr. Nair men- 
tioned that radiation can turn bananas black, and part of 
his work is to find means of preventing such changes. 
Other speakers dealt with possible dangers of irradiation 
of food—the production of toxic compounds and the 
induction of radioactivity. Lieut.-Colonel I. C. Plough, 
commandant of the U.S. Army medical research and 
nutrition laboratory, told of experiments in which 
irradiated foods were eaten by animals and by human 
volunteers; so far, though the radiation may cause changes 
in smell, taste, and texture, no chemical poison has been 
found, when either pasteurising or sterilising doses have 
been given. Dr. John Rust, of Chicago University, has 
investigated the induction of radioactivity, and found 
none at all when energies below 2:2 Mev are used; it is 
hard to detect evidence of induced radioactivity when the 
energy of the radiation used is less than 18 Mev. 

Now that high-output radioactive elements, such as 

23. Vogel, F. Z. ges. Anat. 2. Z.KonstLehre, 1954, 32, 308. 
24. Vogel, F. ibid. 1957, 34, 205. 


25. Maynard Smith, S., ‘Sorsby, A. me hum. Genet. 1958, 23, 50. 
26. Christian Science Monitor, Aug. 
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6°Co, are being produced comparatively cheaply, this 
work is of great potential importance to the underfed 
countries. 

HYPERTENSION FROM POLIOMYELITIS 


HYPERTENSION has long been recognised ! as an occa- 
sional feature of poliomyelitis (especially of the bulbar 
and severe spinal variety); but its pathogenesis and 
prognostic significance still await elucidation. In a study 
based on about a hundred thousand blood-pressure 
measurements during the 1952 epidemic in Denmark, 
Kemp ? noted a transient rise in over half the fatal cases 
and in over a third of patients who developed the bulbar 
or bulbospinal form of the disease. The rise was seen as 
often in children as in adults, and in men as in women. 

Perhaps the first explanation that comes to mind is that 
hypertension in these patients is a reflex response to 
respiratory distress.*~> Both a fall in alveolar oxygen 
tension and a rise in carbon-dioxide concentration can 
raise the systolic blood-pressure,® ’ and both are common 
in poliomyelitis asphyxia. That impaired ventilation 
alone, however, cannot account for more than a fraction 
of cases of transient hypertension was convincingly shown 
by Kemp both on statistical grounds and by series of 
blood-gas analyses. Renal disease may be at the root of 
another small minority: Kemp suggested that the harmful 
effects of long-continued recumbency, of immobilisation, 
and especially of sphincter paralysis, could sometimes be 
responsible for permanent hypertension. 

Of the various explanations, cellular damage in the 
central nervous system by the poliomyelitis virus itself 
remains the most likely—even if a certain vagueness is 
not the least of its attractions. It dates back to a case 
described by Nordmann and Miiller in 19321: their 
patient was a young man with poliomyelitis and respira- 
tory paralysis who developed galloping hypertension 
within a week of falling ill; and necropsy showed severe 
inflammation and degenerative changes in the ganglion- 
cells of the midbrain between the nuclei of the facial and 
glossopharyngeal nerves—an area which the authors and 
several later workers tentatively identified as “‘ the vaso- 
dilator centre”. *-® Brainstem topography has since 
received a good deal of attention on the Continent and on 
both sides of the Atlantic,°-§ and attempts have been 
made to lay down rigid morphological criteria for various 
degrees of cell damage ®; but many uncertainties remain. 
Not only are we still not in the position to apportion the 
blame for such damage between the virus itself and 
secondary hypoxia, but also we are uncertain under what 
conditions the cell responds by excitation and when by 
depression, and hence whether the area affected is one 
concerned with raising or with lowering blood-pressure. 
Beyond such “little local difficulties’, moreover, the 
role of the higher centres, and indeed the relative impor- 
tance of the whole central nervous system versus local 
regulating mechanisms, remains in doubt. 


- Nordmann, M., Miiller, O. Klin. Wschr. 1932, 11, 1371. 

Kemp, E. Acta med. scand. 1957, 157, 109. 

ae Valentin, H., Venrath, H. Dtsch. Arch. klin. Med. 1951, 

Sack, H., Bernsmeie1, A. Dtsch. med. Wschr. 1950, 75, 888. 

Weinstein, L., Shekolov, A. New Engl. ¥#. Med. 1951, 224, 2 

Schneider, E. c. Truesdell, D. Amer. 7. Physiol. 1927, bs 8723. 

Coe, DD. Tin basen, H. Amer. Heart ‘1946, 31, 53. 

Alexander, 5. Neurophysiol. ag 9, 205. 

. Léblich, a he Virchows Arch. 19 , 318, 211. 

. Lachmund, H. Dtsch. med. Wachr 050. 35, 450. 

. Baker, A. B., Matzke, H. A., Brown, J. E. Arch. Neurol. Psychiat., 
Chicago, 1950, 63, 257. 

. McDowell, F., Plum, F. New Eng!. J. Med. 1951, 245, 235. 
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15, Grulee, C. G. J., Panos, T. C. Amer. 7: Bis. Cita. 1948, 75, 24. 
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Much of this speculation is based on the assumption 
that hypertension in poliomyelitis is transient; and now 
this widely held belief is challenged by a group of 
Hungarian workers.1® Zimanyi and his colleagues have 
observed poliomyelitis victims over periods of from one 
and a half to fifteen years after the acute attack; and, 
even allowing for considerable variations from one epi- 
demic to the other, their findings strongly suggest that 
the rise in blood-pressure often persists. Their clinical 
material consisted of 336 patients, of both sexes, who had 
contracted the disease between the ages of four months 
and nineteen years, and of whom about a quarter had 
hypertension in the acute phase (a rise in systolic pressure 
of 12-28% and in diastolic pressure of 13-39%). The 
Budapest investigators found that a year after the illness 
the blood-pressure was still raised in almost half of those 
in whom a rise had been recorded, and that among 
patients disabled in ‘earlier epidemics about a third of 
the “transient”’ hypertensives still had hypertension. 
Moreover, comparing two groups of patients from the 
same year (and presumably the same epidemic), hyperten- 
sion was significantly commoner in those in whom 4a rise 
had been recorded at some stage of the acute illness. 

Zimanyi and his colleagues are unable to shed new 
light on the etiology of this complication of poliomyelitis, 
but they agree with previous investigators 1’ that a rising 
blood-pressure is chiefly seen with some degree of 
respiratory involvement (in their series it was four times 
commoner in patients with respiratory difficulties). They 
were also impressed, however, by the close correlation 
between the incidence of hypertension and the extent 
of the peripheral (limb) paralysis. We cannot say, of 
course, whether these features of the illness are causally 
related or are expressions of a common cause; and the 
Hungarian workers are in full agreement with Kemp’s 
observation that aparalytic cases are not immune to 
hypertension, either transient or permanent. This in 
fact leads them to speculate on the remote but interesting 
possibility that cases of infantile and juvenile “‘ essential ” 
hypertension may represent the late effects of undiagnosed 
or subclinical infections of the central nervous system by 
the poliomyelitis virus or other neurotropic viruses. 


PROTEIN-FREE MEDIA FOR CELL CULTURE 

Many attempts have been made to define in chemical 
terms the nutrients of the media in which cells, tissues, 
or organs will grow. Such studies have been complicated 
by the addition of embryo extract, plasma, or serum 
which was thought to be necessary if cells were to multiply 
rather than simply survive for a time. These added 
substances contain preformed proteins and possibly more 
mysterious unknown materials. It was supposed that only 
the latter had the capacity to stimulate mitosis, while the 
ingredients of known composition supplied the building- 
stones for new cells. 

Several chemically defined media, entirely devoid of 
embryo extract, plasma, or serum, which will support 
cell proliferation have recently been found. Two of these, 
no. 858 prepared by Healy et al.,!® and ncTc 109 
prepared by Evans et al.,!° are highly complex mixtures 
but now Waymouth 2° has devised a simpler one of forty 
components known as MB 752/1. It consists of amino- 
16. ae ; Prohaszka, M., Szondy, M., Ormai, S. Orv. Hetil. 1959, 


17. Bileck?, G. Hoher Blutdruck. Jena, 1955. 
18. Healy, G., Fisher, D., Parker, R.C. Proc. Soc. exp. Biol., N.Y. 1955, 
89, 71 


19. Evans, V. J., Bryant, J. C., McQuilkin, W. T., Fioramonti, M. C. 
Sanford, K. k., Westfall, B. ; ip Earle, W. R. Cancer Res. 1956, 16, 87. 
20. Waymouth, C Re nat. Cancer inst. 1959, 22, 1003. 
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acids (the importance of which was first stressed by 
Fischer),”! salts, glucose, vitamins, and hypoxanthine. The 
proportions of some of these ingredients differ consider- 
ably from those used earlier, and have been found to be 
optimal though not necessarily corresponding to 
physiological needs in the living organism. These sub- 
stances and relative proportions have probably been 
found by the most assiduous toil, and trial and error. 
The mixture allows an eightfold increase in cells tested 
ineight days’ incubation. This cell strain has proliferated 
actively for 30 passages. Waymouth emphasises that no 
one mixture is suited to all cell strains. The criticism that 
the tested cell strain has gradually adapted to a protein- 
free medium has been met by growing in it other cells, 
derived from the same original culture, which had been 
maintained in a protein-containing mixture. These were 
grown without difficulty in the chemically defined medium. 

It remains to be seen whether primary explants will be 
sustained and grow in similar media. Cultures do not 
grow in the protein-free medium unless 10° cells per ml. 
of the medium have been planted in it; with less, there is 
either a long lag phase in growth or degeneration. 
Waymouth suggests that the inoculum provides its own 
preformed protein through death of some of its cells. 
According to Parker ?? cell form and function, which are 
s0 liable to alterations in protein-containing media, do 
not change in those that are chemically defined and 
protein-free. The numerous ends, including production 
of virus vaccines, to which cell culture is now applied may 
benefit considerably from this simplified medium. 


STRAINING DURING DEFACATION 

PUBLISHED evidence of the dynamic changes accom- 
panying straining during defecation is scanty. Halpern et 
al. 24 have shown that defecation may be accompanied 
by notable changes in both arterial and venous blood- 
pressures, especially with powerful straining efforts which 
initiate the Valsalva manceuvre. They have also demon- 
strated, by sectional blood-flow studies, quite remarkable 
changes in the size of the veins of the limbs and of the 
fow of blood through them. The changes appear to 
consist first in a sharp reduction of segmental flow with 
the onset of straining, and then, with the release of the 
strain, in a transient return of blood-flow to normal, 
followed by a second diminution, after which vasodilata- 
tion occurs before finally the flow returns to the resting 
state. These changes are greater in constipation, .where 
straining to defecate commonly is so strong that it 
initiates the Valsalva manceuvre. Halpern et al. suggest 
that the changes may be sufficient to cause the mobilisation 
of peripheral thrombi with subsequent embolisation, and 
that this hazard could be lessened by correcting con- 
stipation. 

Presumably in any disease where rapid changes in 
arterial and venous pressures are contraindicated con- 
stipation should be assiduously avoided. In such relatively 
minor disorders as varicose veins and hemorrhoids, and 
In the more serious conditions of cesophageal varices, 
aortic aneurysm, and cerebral vascular disease, the 
hemodynamic disturbances associated with constipation 
might cause complications and even possibly sudden 
death, Early correction of constipation would seem 
to be a wise precaution in patients with any vascular 


2, Fischer, A. Biochem. J. 1948, 43, 491. 

22, Parker, R. C. #. nat. Cancer Inst. 1957, 19, 502. 

3, Halpern, A., Selman, D., Shaftel, N., Samuels, S., Shaftel, H., Kuhn, P. 
2 Amer. ¥. med. Sci. 1959, 237, 453. 

4. Halpern, A., Shaftel, N., Selman, D. Angiology, 1958, 9, 99. 





disease liable to give rise to thrombi, in patients with 
coronary-artery disease, in those with congestive heart- 
failure, and in those recovering from surgical operations 
—especially operations particularly liable to be followed 
by pulmonary embolism. 


TUBERCULOSIS IN NURSES 

TUBERCULOSIS is apparently now no commoner among 
hospital nurses than among women generally. Riley? 
has compared the claims made by nurses for industrial- 
injury benefit on account of tuberculosis from 1953 to 
1957. There was a decline in all forms of the disease of 
some 60% among hospital nurses, compared with some 
30% among the general population of England and Wales. 
Specific questions were put to hospitals employing nurses 
who contracted tuberculosis about their tuberculin state on 
entry, B.C.G. vaccination, and chest X-rays. Of 802 such 
cases in 1954-57, there was no record about tuberculin 
tests in 44%, and about chest X-rays in 30%. This is a 
sad reflection on the care with which nurses’ health 
records are made and preserved. The records of 1116 
nurses were analysed, and in 128 there was a history of 
tuberculosis before entry to nursing. Of the 135 cases 
recorded as tuberculin-negative on entry, 78 began nurs- 
ing in or after 1950, and of this group 37 were given B.C.G. 
vaccination. Riley’s figures support Poole’s? finding 
among nurses in Birmingham that the most dangerous 
period is the twelve to eighteen months after tuberculin 
conversion by B.c.G. Although B.C.G. vaccination is now 
given to all tuberculin-negative nurses, the period of 
protection is not known with any certainty. Pollock ® 
reported that there was no evidence of decline in 
protection four years after vaccination. 

Besides personal protection, nurses should be safe- 
guarded against the unsuspected cases of open tubercu- 
losis in general wards. Treip and Meyers,’ working in a 
large general hospital, found that tuberculosis was the 
principal cause of death in 2:8% of all cases coming to 
necropsy in 1948-57. Between 1949 and 1952, 41°% of the 
patients who died of tuberculosis were over 50, whereas 
between 1953 and 1957 the proportion rose to 80%; there 
was an increased number of undiagnosed cases in the 
second half of life, particularly in the 8th decade. Acute 
tuberculosis may be far from easy to diagnose. In some 
instances the disease is so severe that the patient dies 
before investigation is complete. Localising symptoms 
and signs may be lacking in the elderly; and extra- 
pulmonary forms, such as peritonitis, pericarditis, and 
septicemia, may not be suspected. In the presence of 
some other disease, concomitant tuberculosis may pass 
unnoticed. Tuberculous bronchopneumonia may be 
overlooked if acid-fast bacilli are not found at the first 
sputum examination. Routine chest radiography of all 
patients admitted to hospital would help to uncover silent 
tuberculosis; and routine histological examination of 
tissues post mortem is desirable, especially in cases of 
bronchopneumonia. The consequences of pulmonary 
tuberculosis passing undiagnosed and the importance of 
relentless pursuit of contacts have been emphasised by 
correspondents.® ® 





Mr. Harotp KIscu, consulting surgeon for diseases of the 
nose, throat, and ear to University College Hospital, died 
on July 31. en Sao SS 
. Riley, F. Mon. Bull. Min. Hith Lab. Serv. 1959. 18, 38. 

. Poole, G. Brit. ¥. Tuberc. 1952, 48, 230. 

. Pollock, T. M. Brit. med. F. 1957, ii, 20. 

. Treip, C., Meyers, D. Lancet, 1959, i, 164. 
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SENIOR HOSPITAL MEDICAL OFFICER, ST. FRANCIS HOSPITAL 

UNDER the new Mental Health Act, the segregation 
of most psychiatric patients in special hospitals should 
gradually cease, and psychiatric treatment units will, we 
hope, be opened in general hospitals. 

At present most general hospitals have psychiatric 
outpatient departments, and the consultants in other 
specialties use these psychiatric services freely. But few 
have inpatient facilities, and if admission proves necessary 
the patient has to be sent to a mental hospital. 

The disadvantages of this procedure, both for the 
patient and the doctor, are obvious. An acutely disturbed 
patient cannot be nursed easily in a general ward, and he 
has perforce to be moved to a mental hospital. Yet with 
modern therapy the patient often settles down within a 
few days. If the general hospital had a psychiatric unit, 
the patient would not need to leave the hospital. 

The patient and his relatives are often more sensitive 
about the type of hospital than about certification. And 
indeed under present conditions admission to a mental 
hospital, whether as a voluntary or as a certified patient, 
may later affect employment, permission to emigrate, and 
many other aspects of the patient’s life. 

For the planning of psychiatric inpatient units in general 
hospitals it will be necessary to have an idea of the num- 
ber of beds required for a given catchment area. We 
report here the figures of an observation ward in a general 
hospital, run in conjunction with a mental hospital. A 
fuller report of the work of the hospital has been pub- 
lished elsewhere.? 

1. Hoenig, J., Crotty, I. M. Int. ¥. soc. Psychiat. 1958, 3, 260. 


TABLE I-——-DISPOSAL OF ADMISSIONS AND READMISSIONS TO THE 
OBSERVATION WARD ACCORDING TO SEX AND AGE 
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Disposal | Sex | under | over | Total | stayin 
;| 60 | 60 | | days 
e | M | 42 | 28 | 70(30%)| 45 
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A COMBINED OPERATION 

The observation ward.—The observation ward is jn 
the Brighton General Hospital. Until lately many of the 
beds were still occupied by chronic patients remaining 
from the days when the building was used as a work. 
house. Only 20 beds were available for psychiatric 
admissions—8 for men and 12 for women. 

The ward is staffed by psychiatrists working in the 
mental hospital. This ensures continuity of treatment if 
patients have to be moved to the mental hospital, It 
also prevents patients from being simply passed from one 
psychiatrist to another when difficulties arise—eg, 
problems of final disposal. 


The mental hospital.—St. Francis Hospital is a 1000- 
bed mental hospital fourteen miles from Brighton. It had 
three consultant psychiatrists, including the physician- 
superintendent, two senior hospital medical officers, a 
senior registrar, a registrar, a senior house-officer, and 
a psychiatric social worker. 

The hospital had some outpatient and follow-up clinics, 
At that time, it had no special scheme to introduce new 
methods of community care, and the methods of work 


TABLE II-—-LENGTH OF STAY IN BOTH HOSPITALS 





Less than 3-6 6-12 1-2 | Stillin | Total 








as 3 months months months years hospital 
Men 302 (84%) | 21 (6%) | 11 (3%) 8 (2%) | 19 (5%) | 361 
Women.. | 473 (82%) | 38 (7%) | 18 (3%) | 19 (3%) | 28 (5%) | 576 
Total .. | 775 (83%) | 59 (6%) | 29 (3%) | 27 (3%) | 47 (5%) | 937 





were probably typical of most mental hospitals in the 


country. 


The population—The catchment area was 96,690 
acres and had 292,862 inhabitants of whom 127,957 
(44%) were male and 164,905 (56%) female. The age- 
groups 15-59 contained 76% of the men and 69°, of the 
women. The over 60s, which is the population at risk 
for a geriatric unit, totals 67,320 (24° of the men and 
31% of the women). 


THE RESULTS 

During 1954 there were 640 admissions and readmis- 
sions to the observation ward. Nearly a third were dis- 
charged home direct; and nearly half were transferred 
to St. Francis Hospital. Only 19 patients stayed more 
than twenty-one days. Details of the disposal of the 
patients are given in table 1. 

The total number of admissions and readmissions to 
St. Francis Hospital was 598 (229 men and 369 women). 
In the over-60 age-group there were 210 admissions 
(34% of the men and 36% of the women), Among the 
under-60s there were 388 admissions (66% of the men 
and 64% of the women). 

Together the observation ward and the mental hospital 
had 937 admissions and readmissions (39% men and 
61% women). The 588 under 60 years of age comprised 
61% of the men and 64% of the women, while the 349 
over 60 comprised 39% of the men and 36% of the 
women. 

84% of all patients left hospital within three months, 
and 90% within six months. Only 5% were still in 
hospital after two years (table I!). 


HOW MANY BEDS? 
To find the number of beds needed to deal with the 
short-stay patients, we made a census of the patients 
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TABLE III—-LENGTH OF STAY OF THE PATIENTS IN HOSPITAL ON A DAY 








IN 1956 

| | j | j | | | | 
Months | 1 | 2 | 3 | 4 | 5 | 6/7] 8 | 9 | 10 

a Se ers es eS ee ee ee ee 
under60 | 17/ 26) 28) 31| 33) 34| 34| 35) 35| 36 
(AER att Ide ical Mall Mid iced Bl Diol Moral 

Women |  |+13 |+15 | +5] +4 | +3 | +1] | +2 | 
under 60 | 33) 46 | 61| 66| 70) 73| 74| 74| 76 | 76 








Men | 14 +1 | | |} +1} 
over 60° | 19| 19} 19| 19} 20] 20] 20 
Women | +13 | +6] +8 | +6] +6| 3| +4| +2| +1 
over 60 | 16| 29} 35| 43/ 49| 55 | 58| 62| 64) 65 
Total |_| | | | | | | 
| 44] 53 | 62] 68| 74] 77] 82] 84] 85 
| | | | | 


over 60 | 25 
| 





the two hospitals on a certain day in November, 1956. 
We noted how long the patient had been in hospital and 
listed the numbers month by month. A unit which can 
keep patients up to ten months will be able to treat 93% 
of all admissions and readmissions (table 11). The over-60 
age-group has more admissions per 10,000 of the popula- 
tion than the younger age-group, but these patients 
do not seem to stay longer in hospital (table 111). 
According to these figures about 200 beds can deal 


with 93% of all admissions and readmissions in a catch- 
ment area with a population of 300,000. Of these, 85 
will be needed by patients over 60. In both age-groups 
women will need more beds than men: in the under-60s 
the ratio is 1 to 2, in the over 60s 1 to 3. 

DISCUSSION 

The figures for the two hospitals do not give the true 
admission and readmission rates for the whole area, for 
there are other psychiatric beds. But the observation 
ward and St. Francis Hospital are the main admission 
centres and deal with the large majority of cases. Further- 
more, these two hospitals are “‘ at the end of the line ”’, 
and patients who cannot be admitted to any other neurosis 
unit or nursing-home must of necessity go to them. 

The figures we have recorded are in every way 
encouraging. They show how short are the periods 
which most psychiatric patients need spend in hospital, 
and show that most admissions can be dealt with in a 
relatively small number of beds. The catchment area has 
four major general hospitals, and if the 200 beds which 
they need were divided equally among them, each unit 
would be of a reasonable size for a general hospital to 
carry. 


We wish to thank the physician-superintendent of St. Francis 
Hospital for permission to publish these figures. 





Dialogues of Today 





SHOULD A DOCTOR TELL ? 


SocRATES: I see that a doctor concerned with the Law has 
laid it down that if a doctor knows that a patient has a disease 
which may make him a danger to the community—by having 
afit, for example, in circumstances in which it would involve 
tisk to others—the doctor has a duty to notify the authorities. 
What do you think about that, Eryximachus ? 


ERYXIMACHUS: I entirely disagree, Socrates. The Hippo- 
cratic tradition imposes absolute secrecy upon the doctor 
concerning all that his patients tell him, and in my view 
nothing justifies a violation of that obligation. In such a case as 
the one you mention the doctor should explain the risk to his 
patient and tell him, if he likes, his duty; but the responsibility 
for what happens rests upon the patient alone. 


ENTHUSIASTICUS: No doubt that is the Hippocratic tradi- 
tion, Socrates, but things were simpler in the days of Hippo- 
crates than they are today. Now the sudden illness of one man 
may cause death and injury to many. The doctor has a duty 
to the community as well as to his patient, and I think he 
should tell the patient that, if he will not do what is right in the 
circumstances, the doctor will notify the authorities; and in 
order to safeguard doctors the State should make it obligatory 
upon them to do this. There is nothing revolutionary in this; 
for doctors now have to notify certain infectious diseases, and 
that doesn’t worry the patient nor the disciples of Hippocrates. 
Itis done in the public interest, and the notification of a case of 
epilepsy does not differ in principle. 


SocraTEs: We have been speaking of a risk, Enthusiasticus. 
Does this risk arise in one disease or in many ? 


ENTHUusIASTICUS: In quite a few, Socrates; in all, in fact, in 
Which giddiness, faintness, or even death may occur suddenly 
and the patient’s occupation might render such an event 
dangerous to others. 


Socrates: Is such a risk only an occupational one ? 


ENTHUSIASTICUS: No, it applies equally to modern methods 
of transport in which many of the population are concerned. 


Socrates: And is this risk great or small ? 


ENTHUSIASTICUS: There is every possible variation, from a 
risk which almost amounts to certainty to one which is 
extremely slight. 

SocraTEs: And do doctors always find it easy to assess the 
risk ? 


ENTHUSIASTICUS: Sometimes it is by no means easy. 


SocraTEs: So I suppose there are cases in which one doctor 
would say that he must forbid his patient to work, while 
another would take the opposite view ? 

ENTHUSIASTICUS: Certainly. 

Socrates: And if the State imposed an obligation upon 
the doctor to notify such cases of risk, how would that affect 
his decision ? 

ENTHUSIASTICUS: I suppose it would make him more cautious, 
for he would feel that he could not afford himself to take the 
risk of giving his patient the benefit of a doubt. 

APOLLoporus: As a lawyer, Socrates, I begin to see diffi- 
culties here. It is all very well to talk about safeguarding the 
community, but what about the rights of the individual? Is a 
man to have his livelihood taken away on the unsupported 
testimony of a single doctor, from which, as Enthusiasticus has 
just told us, another doctor may reasonably dissent? I don’t 
think your medicolegal expert has thought matters out. If 
what he recommends were to happen, in my opinion the 
authorities would be bound to set up tribunals to which the 
patient could appeal, and before which he could, if he wished, 
call medical evidence in opposition to that of his own doctor. 
And I gather from what Enthusiasticus says, that if the law 
compelled doctors to notify patients who might be a public 
danger, such tribunals would be kept busy. Is that really a 
desirable state of affairs? And what would be the position of 
the doctor if the tribunal found in favour of the patient ? 


ERYXIMACHUS: I am glad to hear what Apollodorus says, 
Socrates, for it justifies what I intuitively felt to be right. At 
present a doctor’s duty to his patient is clear and unchallenged. 
If he once allowed it to be overridden, one of the foundations 
of medicine would be undermined. Patients would be deterred 
from consulting their doctors, and the consequences of the 
cure would be worse than the disease. And if the State once 
gets its foot in the door of the doctor-patient relationship we 
shall soon be Civil Servants indeed. Human responsibility 
has its risks, but they are a small price to pay for freedom. 
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A Running Commentary by Peripatetic Correspondents 

A LONG while ago, or so it seems, before 7he Lancet appeared 
pamphlet-like, a pallid shadow of itself, some comments were 
passed on the Law of Inverse Squares applied to medicine. 
Perhaps nowhere does this law apply with greater force than 
to the clinical conference as practised in our larger repositories 
of learning and prestige, where specialists (sorry, consultants, 
specialist is rather a low word these days) gather to discuss 
some obscure case to the enlightenment of themselves and 
their pupils. Such occasions represent a triumph of ego- 
integration, for there are few great men who do not hesitate 
to present their views to the scrutiny of all, including the 
pathologist. 

Careful study of these occasions suggests that they are not 
quite so useful as, at first sight, it seems they must be. Far 
from 28 heads being better than 1, it has been shown that the 
larger the conference the greater the muddle, and the more 
numerous the contaminating factors. This particular applica- 
tion of the law runs: ‘‘ The value of the conference to a 
specialist seeking the help of his colleagues bears an inverse 
relationship to the square of the number of clinicians attending 
it.” In practice it has been found that if one wants new ideas 
about Mrs. Smith in ward 2, the most effective method is to 
take someone aside over a cup of tea. Put that chap in front 
of 27 of his colleagues and all he does is to try to score debating 
points. Other contaminating factors are: (a2) who spoke last, 
(6) who is likely to speak next, (c) who is chairman, (d) which 
junior doctor is showing the case, (e) which consultant has 
been trying to treat it, (f) the type of case (some specialists 
have selective nosological astigmatism), (g) what the speaker 
had for breakfast, and finally (h) the present state of political 
tensions within the committee structure of the institution. 

It is important for a junior doctor to grasp the system, for 
otherwise he may lose much sleep because of Dr. X’s slashing 
attack on his presentation of a case, which in fact reflects 
nothing more than that his boss chances to be chairman of a 
committee which refused Dr. X half a part-time secretary. 
However, in the present state of scientific knowledge the 
matter must not be pressed too far. The allegation has not yet 
been proven that one patient underwent total colectomy 
because of a dispute over a mileage claim. 

~ * * 
Notice in a restaurant in Atlantic City, N.F.: 
BEWARE OF HAT AND COAT RUSTLERS 
THE MANAGEMENT IS IRRESPONSIBLE 
* ~ * 

After my experiences on holiday this year, I realise that 
most books on bird-watching leave out the fundamentals, For 
the benefit of other would-be ornithologists I have compiled a 
few hints under the heading ‘‘ Bird-watching for Myopes ”’. 

First: make sure that what you are watching is a bird. Most 
manuals omit this essential precaution, and for lack of any 
warning | found myself stalking dead leaves, sandwich papers, 
and once a rather aggressive moth. The best way to ensure 
that your prey is of the correct species is to startle it into vocal 
expression. (I shall have to leave the problem of the deaf 
myopic bird-watcher until another time.) 

Secondly: do not worry too much about exact identification. 
Learn to distinguish large groups of birds, such as the Smaller 
Bread-Eating and Larger Croaking. Should you become so 
skilful as to recognise finer divisions, such as Gulls or Eagles, 
you need not bother about the exact species. From the fact that 
you have seen it you may deduce that it is the Common variety. 

Thirdly: if you insist on continuing to watch birds, conquer 
your vanity and procure a pair of spectacles before next year. 

* * * 


PIN-UP GIRL 
The old divines, when tired of reckoning sin, 
Counted the angels standing on a pin. 
The modern woman, with her high-heeled shoe, 
Shows us an angel balancing on two. 


OPERATION RIP VAN WINKLE 

Sir,—What a vast amount of suffering Dr. Stern’s 
Rip van Winkle operation (July 25) may save! I have no 
direct experience with patients returning to “‘ life ’’ after 
long periods in mental hospitals, but there is much the 
same trouble with the habilitation of many other classes of 
people. Dr. Stern will find a few of these classes dis. 
cussed, only slightly facetiously, in two essays in May & 
Baker’s Medical Bulletin. One on the “ Rip van Winkle 
Syndrome ” (January, 1959, p. 41) deals mainly with the 
fathers of families who spend more than three months in 
hospital: “‘ When they get back they find out with a nasty 
shock what would have happened if they had died.” 

The return is bad enough for people who come home fairly 
well, but “ it is ten times worse for those who went away hale 
and hearty and return as crocks, like the youngish blokes who 
get involved in a bad accident. For these unfortunates come 
home needing all their powers of adaptation in full blast, and 
all their most attractive personal traits; and instead they find 
everything an undue effort and their wits dulled by disuse, 
Far from being able to grasp all the strings with alacrity and to 
tug their business and family affairs back on the rails, it is 
probably as much as they can do to get up, get dressed, and 
keep out of the way’. It takes a pretty tough personality to 
stand this kind of homecoming without an emotional break- 
down; for weeks the Winkleite has to mooch around getting 
under other people’s feet, confining his activities to the 
non-paying and often futile-seeming varieties termed 
** occupational therapy ”’. 

I guessed that the absolute peak of this syndrome would 
be seen in patients discharged from mental hospitals 
(see ‘* Pseudowinkle ”, Med. Bull. April, 1959, p. 85), 
though there are plenty of other examples—for instance, 
in soldiers on long spells of foreign service, or (see ibid, 
p. 86) in a nun who returns home after twenty years ina 
convent, 

All these people need superhuman support from their 
friends and relations, as well as any help our profession 
and its auxiliaries can give them. The management they 
all want is not so very different. What they need is “a 
tolerant affectionate understanding—a gentle kindly 
tactful guidance back towards normality ”’. 

“ No doubt... Rip van Prototype Winkle got fully rehabili- 
tated in the end. But I bet it took time; and so it will for 
all his followers. Good luck to them.” 

Tonbridge, Kent. E. CLAYTON-JONES. 


WHAT IS AN ACCIDENT ? 

Sir,—Your leader of Aug. 1 is timely, and in con- 
junction with the British Orthopedic Association's 
memorandum raises many points which have caused 
concern among surgeons, general and orthopedic, who 
have to deal with this ever-increasing branch of surgery. 

In this hospital of 104 beds, of which roughly 60 are 
surgical, one of our greatest problems is blocking of 
“ cold ” surgical beds by accident cases, which practically 
treble during the months of the “ season ” from May t0 
September. 

Here there are three general surgeons who are on a weekly 
rota for emergencies, and an orthopedic surgeon of consultant 
status who alternates with one of the general surgeons to deal 
with the major injuries to the limbs and spine. All of us have 
had experience of war casualties and we form a very happy and, 
if I may say so, reasonably competent “ team”, We call in the 
E.N.T. and ophthalmic surgeon when indicated, and recently 
we have had the help of a dental surgeon who is an expert 00 
faciomaxillary injuries. 
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However, the strain imposed on all staff-—-nursing, labora- 
tory, medical, and other—when our little hospital is snowed 
under with major accidents, as it often is in the summer 
months, is too much, and we find it a great effort to maintain 


‘our service for the non-traumatic emergency. ‘The position 


can become practically intolerable, at weekends especially. 

We are fortunate in having specialist units within 
twenty miles, and we are most grateful to them for 
taking Over our cases presenting neurosurgical, thoracic, 
or plastic-surgery problems. But we maintain that there 
should be a centre where we could unburden our accident 
cases described above, so that we can get on with the 
work for which our hospital is primarily and adequately 
equipped. 

We would stress the importance of sending accident 
cases in the first instance to the nearest general hospital, 
which is serviced by general and orthopedic staff, rather 
than try to “sort” them out to specialist hospitals, 
by-passing us en route. We are certain that the great 
majority of small general hospitals, such as we are, are 
capable of dealing with major accidents. But please 
unburden us of them when we have saved life and limb, 
and have given an opinion as to whether it is safe for the 
patient to be transferred to the accident or specialist 
centre for long-term treatment. 

Weston-super~Mare, 


W. R. BLAck. 


AN EXAMINATION PAPER FOR ...? 

Sir,—-By chance an examination paper fell into our 
hands and we quote from it as follows: 

1, Give an account of the symptoms, signs, complications and 
treatment of rheumatic fever. How may this condition be prevented ? 

2. What are the uses, doses and dangers of the following sub- 
stances used in treatment; (a) streptomycin; (6) pethidine; (c) 
paraldehyde; (d) vitamin B,, ? 

3. What are the common causes of prolonged loss of conscious- 
ness? Describe the management and discuss the treatment of any 
one of these conditions. 


4, Write a short essay on one of the following subjects: (a) the 
care of the elderly; or (6) the role of the almoner. 


5. Write briefly on the following: (a) tetany; (b) hayfever; (c) 
polyuria; (d) polycythemia; (e) myxcedema. 

One might be excused for assuming that this was a 
“Membership ” paper or possibly a final M.B. or Con- 
joint Medicine. But it is none of these. Your readers will 
(we hope) be astounded to learn that this is no other than 
the Final State Examination for the General Part of the 
Register in the Principles of Medicine and Medical 
st of the General Nursing Council of England and 

ales. 


Apart from question 4, we can discern nothing which 
will ensure that the good nurse shall pass and the bad 
nurse fail, in her efforts to become registered. Of course, 
the examiners may have other intentions. Perhaps they 
feel that a nurse should be able to diagnose, treat, and 
prevent rheumatic fever, or correct the doctor’s dosage 
of certain drugs, or treat (not nurse, mark you) a common 
cause of prolonged loss of consciousness, Our only com- 
ment is that if nurses have to know as much as doctors in 
addition to being nurses, they should at least be paid in 
Proportion 

No, Sir, the main reason for setting a difficult paper is 
that it is much easier to mark. How many candidates 
3 trapped for example by the “ dangers” of vitamin 

12 

We feel that examiners who set irrelevant papers 
should be dismissed; and if it is part of the policy of 


the General Nursing Council to set such papers they might 
well suffer the same fate. 

It is hard enough at present to recruit suitable candi- 
dates for a career in nursing. It is folly to frighten them 
off with examination papers like the one quoted. 


W. W. WALTHER 
Whipps Cross Hospital, if 
London, E.11. y C. RAEBURN. 


RADIOLOGY OF THE BILIARY DUCTS 

Sir,—I was glad to read in your leading article of 
July 18 an appreciation of the value of operative cholangio- 
graphy. I have used this procedure in nearly one thousand 
cases, and have described a simple technique with 
illustrations and results.! 

Not only does this investigation occasionally reveal 
conditions which are not detectable by vision or palpa- 
tion, but it indicates the anatomy of the bileducts in the 
individual patient, which is a safeguard against accidental 
injury. 

With adequate organisation films should be available 
within five minutes of the injection into the cystic duct, 
and this time can be usefully employed in removal of the 
appendix, thus conforming to the dictum of the late Lord 
Moynihan: “No cholecystectomy without appendic- 
ectomy.” 

I have found operative cholangiography of such value 
that I would refuse to perform an elective cholecystectomy 
without the safeguard of this simple procedure. 

London, W.1. MCNEILL LOVE. 


THE MEDICAL SUPERINTENDENT 

Sir,—We were encouraged by the letter of June 6 
from Fulbourn Hospital senior medical staff committee, 
which presents a balanced view. 

The question of administration in mental hospitals has also 
been thoroughly discussed by the medical staff advisory com- 
mittee of this hospital. It was unanimously agreed that the 
chief officer of a hospital whose principal function is the 
admission and treatment of patients with mental disorder 
should be a consultant psychiatrist, and we would like his title 
to be medical director. He should be responsible for the 
general management of the hospital under the management 
committee. The relationship between the medical director 
and his consultant colleagues should be safeguarded as follows. 
Though the medical director should exercise general super- 
vision of the administrative aspects of the medical work of the 
hospital, each consultant psychiatrist on the staff would have 
beds allotted to him in accordance with decisions of the 
medical staff committee. The consultants would be entirely 
responsible for the personal treatment and discharge of those 
patients in their allotted beds and they should not be liable to 
clinical interference by the medical director. 

We believe that many functions of administration must be 
a direct responsibility of the medical director so that there can 
be a consistent policy with unified control. Particularly 
important among these are (a) the development of a thera- 
peutic community, (6) the development of that close coopera- 
tion with local authorities we all hope for under the Mental 
Health-Act, (c) coordination with other medical services in the 
area, (d) recruitment and organisation of training of junior 
medical staff and the social-work and occupational-therapy 
staffs, (e) coordination of the work of the matron and chief 
male nurse, (f) public relations, and (g) forward planning. 
Frequent consultation with the medical staff committee and 
others will of course be necessary too. 

It is essential, naturally, for the medical director to engage in 
clinical work. 

We do not believe that the best results could be obtained if 
these and kindred functions were performed by the chairman 


1. Love, McN. Brit. J. Surg. 1952, 40, 161 
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of the medical staff advisory committee, whose tenure of office 
is less permanent than would be that of the appointed medical 
director, and who not being the chief officer ui the hospital 
would find it difficult to identify himself with the hospital as 
a whole. 

Nevertheless we believe that the medicai statf advisory com- 
mittee should not hesitate to bring to the nouce of the hospital 
management committee any unsatisfactory tendencies in 
administration which might develop. 

; With regard to the general management of the hospital, 
it has already been proved that, without prejudice to the 
authority of the medical director as chief officer, the proper 
management of all the “‘ lay ” departments of the hospital 
can be the direct responsibility of the secretary and finance 
and supplies officers. We think it would be most unwise 
to have two heads of a mental hospital; it has been tried 
before and it has failed. 

We are interested to hear that the medical staff of an 
important general hospital in the London area recently 
decided that they should have a medical superintendent. 
Others might well follow the lead. 

JOHN M. GILROY 

Chairman, Medical Staff Advisory Committee 
FRANCIS PILKINGTON 
ROBERT BLAIR 


Moorhaven Hospital, 
KENNETH F. WEEKS. 


Ivybridge, South Devon. 


Sir,—Reading the letters in your issues of June 6 and 
July 18, one might assume that the problem posed is the 
retention or abolition of the superintendent. I suggest 
that most psychiatrists accept the need for a medical 
superintendent or administrator. The argument is over 
the role of the superintendent—viz., is he a consultant 
with administrative (special social therapeutic) duties, or 
is he the chief medical officer ? My own experience may 
help clarify this point. 

In my hospital the consultants are permitted only to recom- 
mend the discharge of patients, or therapeutic measures such 
as ground parole or town parole, to the superintendent. He 
may accept the recommendation of the consultant or he may 
reject it, as he has done frequently. There will always be a 
difference of opinion about patients, but for one consultant to 
be in a position to override the opinion of another consultant 
is anomalous. For it in fact means that the latter consultant 
has not clinical responsibility, whilst the superintendent is in 
the position of a super-consultant. Legally the superintendent 
is in a position to act as a super-consultant. In my hospital 
patients have been discharged by the medical superintendent 
without the knowledge of the consultant, and correspondence 
in relation to patients has been conducted by the medical 
superintendent (especially where a fee has been involved) 
without the appropriate consultant being approached or 
advised. This hospital is a well-known Metropolitan hospital, 
but the practice I have described is not so uncommon, for in 
my previous appointment as an S.H.M.O., at another well-known 
Metropolitan mental hospital, the medical superintendent 
behaved in a very similar way. 

In my view a therapeutic community cannot function 
effectively if the superintendent is vested with the position 
of super-consultant. It may be argued that most medical 
superintendents are reasonable, but what of the medical 
superintendents who are not reasonable? Should not 
steps be taken to ensure that medical superintendents 
cannot behave arbitrarily even if the possibility is that 
there will be only one unreasonable medical superintendent 
in the whole country ? 

General hospitals are therapeutic communities and have 
problems very similar to those of mental hospitals. The 
Bradbeer report suggested that the medical administrator 





ot a general non-teaching hospital be a consultant on the 
staff of the hospital, appointed for a limited period jointly 
by the medical staff committeé, the hospital management 


committee, and the regional hospital board; and I see no } 


reason why the medical superintendent of the mental 
hospital should not be similarly appointed. In fact I see 
positive advantages in the suggestion. 

Even if psychiatrists have not polled their attitude to 
the role of the superintendent, their actions speak for 
them. Psychiatrists in general do not consider the super- 
intendent to be the chief medical officer. In response to 
the recent vacancy of medical superintendent to a “‘ desir. 
able’ Metropolitan mental hospital, there were only 
three applicants and only one of these was a consultant, 
A consultant vacancy at the same hospital resulted ina 
much stronger field of nineteen applicants. 

CONSULTANT PSYCHIATRIST, 


NUCLEAR CHROMATIN OF ANENCEPHALIC 
FQ@TUSES 

S1rR,——We were most interested to read the article by 
Dr. J. G. Bearn (July 11). We have examined the 
chromosomes of four anencephalic foetuses using the 
tissue-culture technique described by Harnden.! In all 
four cases the cells have the normal complement of 46 
chromosomes. There are no gross chromosomal abnor- 
malities which can be detected by this technique. The 
sex chromosomes correspond to the phenotypic sex in 
each case. The results are summarised in the accom- 
panying table. Variations from the normal chromosome 


CHROMOSOMES OF 4 ANENCEPHALIC FC@:TUSES 





Chromosome no. 





| Phenotypic | 

















= Tissue <45| 45 | 46 | 47 |>47 sex | cnmmaiil 
4a | Skin |6|/7!56|/4]/..| F | xx 
2 | Tesi 1/3 iasia|..| XY 
~ 3 | Skin} 2|{1/37/11/..| F Xx 
4 Skin |..|2|32|..|..|  ™M XY 





count are probably due to technical errors (e.g., breakage 
of cells) or possibly to chromosome changes arising during 
culture. This point is dealt with by Harnden, and it is felt 
that this does not affect the conclusion that the karyotype 
of these anencephalic foetuses is normal. 

There are two points of interest arising from this 
observation. 

Firstly it supports Dr. Bearn’s conclusion that the pheno- 
typic sex is also the genetic sex. The disproportion in the sex 
ratio of anencephalic foetuses cannot therefore be explained 
on the basis of endocrine or other imbalance in the fetus 
causing apparent sex reversal. It must be pointed out, how- 
ever, that it would be unwise-to base too firm a conclusion on 
such a small sample. 

Secondly, chromosome imbalance has been thought till now 
to be one of the most likely causes of anencephaly in man.’ 
The present result indicates, however, that a gross chromo- 
some change, such as was first described for mongolism by 
Lejeune et al.,¢ is not the cause of anencephaly in the cases 
studied. It does not, however, rule out the possibility that the 
condition could be due to a lesser chromosomal imbalance, 
such as a small translocation, which could not be detected by 
the present technique. 

1. Harden, D. G. Brit. ¥. exp. Path. (in the press). 
2. Penrose, L. S. ¥. ment. Defic. Res. 1957, 1, 4. : 
3. Fraser Roberts, J. A. Introduction to Medical Genetics; 


London, 1959. } ; 248 
4. Lejeune, J., Gautier, M., Turpin, R. C.R. Acad. Sci., Paris, 1959, 
602. 





p. 114. 
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The finding of chromosomal normality is in accord 
with reports of monozygotic twins one of whom was 
normal and the other anencephalic (see, e.g., Litt and 
Strauss 5), and tends to support the view that at least some 
cases Of anencephaly could be due to purely develop- 
mental, rather than genetic, factors. Although this result 
does not bring us immediately any closer to a solution of 
this complex problem it does provide an additional piece 
of evidence on which such a solution will eventually be 
based. 

We should like to acknowledge the expert technical assistance 
given by Miss C. M. Scammell. 


Medical Research Council | 
Radiobiological Research Unit, 
Atomic Energy Research Establishment, 

Harwell, Didcot, Berks. 


Endocrine Department, 
Guy’s Hospital, 
London, S.E.1. 


Orthopedic Department, 
Glasgow Royal Infirmary, 
4, Castle Street, 
Glasgow, C.4. 


D. G. HARNDEN. 


J. H. BricGs. 


J. S. S. STEwaRT. 


TREATMENT OF HABITUAL ABORTION 
DUE TO CERVICAL INCOMPETENCE 


Sir,—Operative treatment of the torn or deficient cervix 
in patients with a history of habitual abortion gives 
excellent results. Trachelorrhaphy is carried out and 
Falkiner (personal communication) suggested using silk- 
worm-gut suture instead of catgut. These sutures are left 
in situ for six weeks. 


When the next pregnancy starts the patient is treated 
with vitamin E, 50 mg. twice daily, ascorbic acid (‘ Redoxon ’) 
200 mg. three times a day, and vitamin B,, (‘ Cytamen ’) 
1000 yg. and bismuth oxychloride (‘ Bisoxyl’) are injected 
weekly. So far the results of this treatment have been satis- 
factory and of statistical significance.® ’ 

When the patient with a history of habitual abortion is first 
seen in early pregnancy, however, the problem is more diffi- 
cult, as it is too late to do a Falkiner trachelorrhaphy. Many 
people find the Skirodkar operation formidable, possibly through 
lack of faith, facilities, or familiarity. An alternative simple 
procedure was obviously desirable, so I have used a small 
‘Bakelite’ ring to control incompetency of the internal cervical 
0s. Rings from 1!/, in. inner diameter upwards were used. The 





patient was examined gently, and a bakelite ring tucked around 
the cervix comfortably tight and pushed up around the cervix 
to the level of the internal os. The ring was left in position until 
a week before term; meanwhile the patient was given the 
routine treatment for multiple miscarriage. So far the results 
have been quite encouraging. 13 cases were treated, the details 
of which are given in the table. There were 2 failures, 8 full- 
term pregnancies, and 3 are continuing well. It is suggested 
that the manceuvre is simple, uncomplicated, and safe, and has 
the advantage that the ring can be removed easily at 39 weeks 
and a vaginal delivery achieved. Subsequently the cervix can 
be treated by trachelorrhaphy. 
Rotunda Hospital, 
Dublin. R. G. Cross. 


BOXING 

S1r,—A letter you published on June 13 says: 

“The London inter-hospital boxing competitions for 
medical students have been going on for over fifty years now 
and are vigorous affairs. How many cases of permanent harm 
from them can you produce? Any ?” 

I well remember the cloud that descended on our 
medical college in London a quarter of a century ago when 
a fellow student died from a knockout blow in this com- 
petition. This left a permanent impression on his friends, 
many of whom, like myself, had had their share of boxing 
and were not prejudiced against it. 


Some correspondents seem to have overlooked an 
important point in your leader—namely, that in boxing 
a deliberate attempt is made to produce a cerebral injury 
(always potentially lethal) whereas the admitted hazards 
of other sports are accidental. Like yourself I feel strongly 
that our profession should strive to eliminate the cerebral 
hazard from boxing. If a blow in the belly be considered 
unsporting and a foul, surely a blow on the skull with its 
more vulnerable contents should be so considered ? 


We should press vigorously for the rules to be amended 
to make a knockout blow, and perhaps any blow above the 
neck, a foul. Contests would then be decided on points 
and the verdict lie, as it should with superior skill. They 
would still remain as good a test of courage and endurance 
as before, and if the sport lost its appeal it would but 
prove your point that one of the things we are up against 








‘ “ . : ‘ ” 
5. Litt, S., Strauss, H. A. Amer. J. Obstet. Gynec. 1935, 30, 728. is the ‘‘ public appetite for violence and bloodshed ”’. 
6, Cross, R. G. Lancet, 1946, ii, 7: me 
7, Cross, R. G. Clin. Rep. Rotunda ‘Hosp. 1957, p. 10. Nakuru, Kenya. A. L. CRADDOCK. 
RESULTS OF TREATMENT WITH CERVICAL RING 
| | | | | 
| Years sai | Abor- Mis- | Live | Treat- | 
Age married | Gravid = Para tions * carriagest} baby | Come | ment | — 
38 14 | 6 ; 0 5 - 0 | Deficient internal os oe Ring | Lower segment sec- 
| tion at 39 weeks 
35 | 9 | 3 1 - 1 1 Ist pregnancy; difficult breach— | Ring | Spontaneous delivery 
cervix torn at 3 o’clock ipgese : 
36 14 | 6 2 3 - 2 Deficient cervix; 5th pregnancy; | Ring | Abortion; 
| cervix adequate | subsequently trache- 
6th pregnancy None lorrhaph: . 
39 12 5 2 2 - 1 Cervix torn at 3 and 9 o’clock Ring | Spontaneous delivery 
(1 died of | 
| congenital 
eed mae : ; 
45 | 4 2 | 0 2 - Myomectomy first; then abortion; | Ring | Spontaneous delivery 
cervix torn at abortion; curet- | 
| tage 
39 11 5 4 - - 3 ! Ter ‘at 3 o’clock; antepartum | Ring | Spontaneous delivery 
hemorrhage at 35 weeks | at 39 weeks 
40 2 1 - - 0 First baby born dead;tear at9o’clock | Ring | Spontaneous delivery 
27 2 3 2 - - 0 2 abnormal babies; tear at 9 o’clock | Ring Spontaneous delivery 
40 7 5 0 2 2 0 Tear at 3 o'clock .. .. | Ring | Spontaneous delivery 
37 4 0 - 3 0 | External os normal; ? state of | Ring Subsequently trache- 
internal os ibe lorrhaphy 
36 12 5 0 2 anen- | - - Cervix torn at 3 and 9 o’clock Ring | Well at 36 "weeks 
— j 
30 3 5 0 » - | 0 External os normal; ? state of Ring | Well at 24 weeks 
i internal os ee 
27 3 3 0 - 3 - ? Double uterus... ss .. | Ring | Well at 12 weeks 











* Up to 12 weeks from date of conception. 


+ After 12 weeks from date of conception. 
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ADENOVIRUS IN HUMAN EMBRYONIC 
KIDNEY CELLS 

S1R,—The cytopathogenic changes caused by a type-5 
adenovirus strain and by those adenoviruses isolated in our 
laboratory ! were studied on trypsinised human-kidney- 
epithelium cultures. 

The cell monolayers were grown on 185 mm. cover glasses 
floating in test-tubes in a medium consisting of 72°, Hank’s solution, 
20% human serum, and 8% of 5%, lactalbumin-hydrolysate solution. 
Each culture was infected with 10‘ T.c.D.;, doses of virus, and the 
medium was changed to a maintenance solution of 90° Hank’s 
solution, 5% rabbit serum, and 5% of 5% lactalbumin-hydrolysate 
solution. Similarly handled uninfected cuitures served as controls. At 
intervals of eight to twelve hours samples were taken from both the 
infected and the control cultures, and stained with Giemsa solution. 

In agreement with the published data 2~* the main changes 
were in the cell nuclei. These changes were very regular both 
in time and sequence, so that the supposition of a specific 
pathological mechanism seems reliable. Sixteen to thirty hours 
after the infection eosinophilic granulation appeared in the cell 
nuclei. Usually the granules were homogeneously dispersed 
in the nuclei, leaving a partly granulated or granule-free area 
round the nucleoli (fig. 1). Sometimes the granules were 
arranged in round or oval aggregates, often with a circular 


1. Nasz, I., Toth, M. Lengyel, A. Acta microbiol. hung. 1958, 5, 267. 
2. Balducci, D., Zaiman, B., Tyrrell, D. A. J. Brit. F. exp. Path. 1958, 


7, 205. 
3 Boyer, G. S., Leuchtenberger, C., Ginsberg, H. S. #. exp. Med. 1957, 


4. Lepine, P., Chany, C., Maurin, J., Carré, M. C. Ann. Inst. Pasteur, 
1957, 92, 


728. 





internal structure (fig. 2). Nuclei of any grade of pathological 
change were always swollen. As a control the same magnifica- 
tion of a normal cell nucleus is shown in fig. 3. 

After thirty to forty-five hours the granulations were 
arranged in a certain pattern in the middle of the nucleus and 
became more and more compact (fig. 4). Nevertheless the 
granular structure could still be seen and the nucleoli differen- 
tiated. The staining, though still mostly eosinophilic, became 
more and more basophilic in certain areas. Together with the 
contraction of the granular pattern into a homogeneous mass 
in the middle of the nucleus (fig. 5), basophilic staining 
extended all over the cell. The central mass in the nucleus was 
surrounded by a glassy background. Further observation 
showed the mass of protoplasm decreasing, the whole cell 
shrinking, and the basophilia increasing. A round, shrunken, 
intensely basophilic cell with no visible internal structure 
represented the final stage. 

Sometimes the cytopathological changes did not fit into this 
course of degeneration. Some nuclei contained instead 
numerous small granules, like eosinophilic corpuscles, mostly 
surrounded by a basophilic ring. Other nuclei also contained 
apparently crystal-like colonies as yet undefined (fig. 6). 

A more detailed description of these findings will appear in the 
Acta Microbiologica Hungarica. 

I. NAsz 


se ec oy! piorieies, 
Jniversity Medical Schoo ‘ 
Budapest. : M. TOTH. 


PHENMETRAZINE 

S1r,—Attention has recently been drawn, both in the 
lay and the medical press, to the dangers of overdosage 
with the oxazine hydrochloride group of drugs. We would 
like to cite a case admitted recently to this hospital. 

A young woman, a professional nurse of previously stable 
personality, was two years ago the object of an assault which 
had no physical sequela. Her doctor at that time prescribed 
phenmetrazine (‘Preludin’) in therapeutic doses for two 
weeks. 

Three weeks before admission to hospital, a niece whose opera- 
tion for congenital heart-disease she had advocated, died under the 
anesthetic. Our patient became mildly depressed and, for the 
week before admission, began taking phenmetrazine in doses of 
as much as 30 tablets (750 mg.) per day. She was admitted ina 
state of apprehension and agitation, having both auditory 
and visual hallucinations. The provisional diagnosis was (with 
reservations) of an acute schizophrenic episode. This acute state 
cleared up completely in 48 hours, and it was then that the true 
history of drug-taking was admitted. During the period of 
ingestion, no other drug was taken, and to date there has been 
no return of symptoms. The patient is now normal to examina- 
tion and has been discharged from hospital. 

We have little doubt that this case is one of intoxication 
presenting as a schizophrenic episode, and submit it as 
further evidence towards a more stringent control of the 
availability of such drugs. 


Argyll & Bute Hospital, M. M. DEWAR 
aa” IAIN MACCAMMOND. 


RIEDEL’S THYROIDITIS 

S1r,—I saw my first patient with Riedel’s thyroiditis 
twelve years ago. She developed tracheal obstruction and 
perished miserably after tracheotomy. 

My second patient, a woman of 63, was seen on May 15, 
1959, with swelling of her neck for seven months, and a 
choking sensation for three months. She had also increased 
by 1 stone in weight and developed a croaking voice, dry skin, 
and heaviness of her limbs. A woody-hard band extended 
across her trachea, extending more to the right than to the left. 
Mr. Edric Wilson kindly confirmed the diagnosis of Riedel’s 
thyroiditis with myxedema. Further investigations did not 
disturb this opinion, and treatment with thyroid extract was 
started on May 28. 
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» It seems probable that Riedel’s thyroiditis is a variant 
of Hashimoto’s disease, in which recent investigations ! 
have confirmed the presence of an antigen-antibody 
reaction. 

Spurred by my first disaster, I ventured on June 1 to admin- 
ister prednisolone 15 mg. daily. Within seven days the swel- 
ling of the thyroid was substantially reduced, and after a month 
only slight and soft enlargement of the right lobe remained. 
The patient’s health seemed to be entirely restored. 


’ Riedel’s thyroiditis is rare—20 cases among 42,000 


thyroidectomies at the Mayo Clinic—and the hope of 
providing a statistical series is, to say the least, remote. 
This is my excuse for asking you to publish a single case, 
to which perhaps others will add their experience. 

C. R. CRortT. 


Plymouth. 


LIVE POLIOMYELITIS VIRUS VACCINE 

Sir,—In your issue of July 25 you rightly plead for 
dispassionate examination of the data concerning the 
use of live poliomyelitis virus vaccine. Unfortunately in 
the same leading article the evidence concerning pro- 
tection against poliomyelitis afforded by the use of type-2 
(Sabin) vaccine in Singapore is discussed in such a way 
as to throw caution to the winds. Even the authors of the 
report on the Singapore study? find the question of 
protection difficult to interpret, largely because an 
epidemic of type-1 poliomyelitis was under way and had 
reached its peak before any vaccine had been given, and 
also because the administration of vaccine took over seven 
weeks to complete. During the early part of the vaccina- 
tion period, when the incidence was highest, the vaccinated 
group must have been small; and even if the degree of 
protection was negligible few cases of paralytic disease 
could have occurred among them. Only towards the end 
of the vaccination period could the number of children 
fed vaccine have reached the final total of nearly 200,000, 
and by this time the epidemic had almost subsided. A 
comparison between attack-rates in vaccinated and 
unvaccinated populations is possible only when the 
sizes of the two groups are known during the successive 
phases of the study. 

There is a further objection to the comparison made in 
the Singapore study between 6 cases of paralytic polio- 
myelitis in’ 198,965 vaccinated children and 179 in 
300,000 unvaccinated. The number of cases among the 
vaccinated is arrived at by excluding patients who were 
thought to be incubating their illness at the time of feeding 
—i.e., each vaccinated person was excluded from the 
“exposure to risk”? for a period of over a week. A 
similar exclusion could not be made for persons who were 
not fed virus, and this unvaccinated group must have 
contributed many cases at a time when the vaccinated 
population was, by definition, not at risk. The method of 
comparison is, therefore, biased in favour of the vaccine. 

There are other factors which may affect the compar- 
ability of controls and vaccinated subjects. Clearly the 
vaccine was not given, except in one case, to those who 
already had the disease, yet this group may have been the 
most susceptible. The number of children thus ineligible 
for vaccination continued to grow throughout the vaccina- 
tion period. Also, the children who were brought to 
clinics for vaccination may well have been unlike those 
who did not take advantage of the offer, in racial, social, and 
economic factors which might influence their Previous 
1. See Lancet, 1958, ii, 1049... ~~ 

Hale H 


2. A + Doraisingham, M., Kanagaratnam, K., Leong, K. W., 
Sieatsivo, . S. Brit. med. F. 1959, i, 1541. 


exposure to infection and immunity to poliovirus. Any 
figure assigned to the degree of protection induced by 
vaccination during the progress of the Singapore epidemic 
may therefore be little more than a guess. Certainly we 
do not accept that “figures for protection speak for 
themselves ” though we share your hope that live vaccine 
will not be asked to do too much prematurely. 
C. H. STUART-HarRIS 


Sheffield. JOHN KNOWELDEN. 


COMBINED TREATMENT FOR DIABETES 


S1R,—I am sorry to see such favourable comment on 
““combined treatment for diabetes”’ in your leader of 
July 4. Whatever may be said on the experimental and 
theoretical side, a combination of insulin with an oral 
sulphonylurea is very seldom good practice. As we from 
this school have previously stressed,! ? it is impossible to 
assess the value of the oral drug unless a control period 
on a dietary regimen only has first been instituted. On 
reduction or even entire omission of insulin in the older 
patient, diabetic control may actually improve, while a 
sulphonylurea alone may occasionally be found more 
efficacious than even 100 units of insulin. Small wonder, 
then, that a “‘ reduction ”’ of insulin requirement may be 
found possible in many cases when a sulphonylurea is 
added to the previous insulin regimen. 

Although instances may certainly exist, I have not yet 
seen one in which it has been unequivocally demonstrated 
that the combination is better than either drug used alone; 
and, before any such claim should be made, reasonable 
control periods must be observed with each drug alone 
and without either. 


Department of Medicine, 
University of Cape Town. 


W. P. U. JACKSON. 


*,* We agree in general with Dr. Jackson’s comment 
about the desirability of instituting a controlled study of 
the effects of diet alone before comparing the hypoglycemic 
effects of insulin with those of insulin plus oral hypo- 
glycemic agent. In the main reference cited in our leader 
(Beaser 1958) such dietary control has been done. In 
more severe diabetics, of course, the discontinuation of 
insulin for the purpose of such a controlled study would 
be likely to precipitate ketosis.—ED. L. 


LOSS OF ANKLE-JERK 

S1r,—The letter by Dr. Buller and Professor Dornhorst 
(July 11) seems relevant to a sign that I have often 
observed in victims of sciatica but that seems to be little 
known—namely, ‘visible flattening of the upper surface 
of the buttock, thigh, or calf when the patient lies prone. 
The flattened part is also floppier than normal. In my 
experience this is the commonest single abnormality in 
the lower limb in these patients and often occurs alone. 
I have not carried out any of the tests your correspondents 
described, but it seems reasonable to suppose that this 
sign indicates a mild disturbance of the reflex arc sub- 
serving postural tone, presumably even milder than the 
disturbance they postulate. Did one of them have a 
floppy calf as well as no ankle-jerk ? 

I wonder whether they are right to dismiss afferent 
inflow as the cause of this disturbance. Appropriate 
nerve blocks have shown that sometimes pain can be 
abolished by cutting off subliminal impulses to the seg- 
ment of the cord from which the painful area is supplied; 
and is it not likely that afferent impulses of which the 


i 1. Jackson, W. P. U. S. Afr. med. J. 1958, 32, 153. 
2. Jackson, W. P. U. ibid. 1959, 33, 51. 
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patient is unaware influence the connection between the 
afferent and efferent neurones of the arc subserving 
the ankle-jerk ? 


Birmingham Accident Hospital, 
Birmingham, 15. 


QUEEN MARY’S AND THE FOUNTAIN 
S1r,—Plus ¢a change, plus c’est la méme chose. Over 
twenty years ago, there were units for mentally handi- 
capped as well as sick children, including infectious 
fevers, in the former municipal hospital—the Belfast City 
Hospital. As Professor Capon says (Aug. 1), there may 


well be many more. 


Chadwell Heath Hospital, 
Romford, 
Essex. 


P. S. LONDON. 


I. M. LIBRACH. 


LACTATION AND FEAR 

S1r,—I proffer the following line of argument in case 
it should prove of interest to workers in this field. 

Mothers who for psychological reasons, or because of pain- 
ful nipples, are frightened of suckling, have difficulty in per- 
suading the baby to take. It is commonly held that the mother’s 
attitude is conveyed to the baby by her tense stance. It has 
more recently been shown that excess adrenaline circulating in 
her blood inhibits the let-down reflex. There may be yet 
another factor at work, which I offer with diffidence. 

In general, honey bees do not attack people; but if someone 
gets badly frightened at the thought of a possible sting, they 
almost invariably get stung. It is said that they exude a smell 
which excites the bees to a defence reflex. Asiatics complain 
that the sweat of white men smells horrible when they are 
frightened. Now adrenaline causes reflex sweating, and the 
mechanism may be such that the composition of the sweat is 
different from that normally produced as a response to a high 
skin temperature. Can it be that babies are also sensitive to the 
smell of the frightened mother? And if so can we take this 
argument a stage further and suggest that the milk also tastes 
horrid from a frightened mother, because the breast tissue is 
supposed to be a specialised sweat-gland system. And can we 
take this a stage further yet? Farmers today use a special 
aerosol which, applied to sows on heat, masks their smell 
and makes the boar disinterested. Could an anti-fright 
perfume be developed for mothers? And would it help 
bee-keepers too ? 


London, W.1. BRIAN STANFORD. 





Public Health 





Infectious Diseases in England and Wales 





Week ending June 

















Disease 
6 | 13 | 20 | 27 

Diphtheria 1 4 | 20 15 
Dysentery a - ~ - 924 | 938 | 878 791 
Encephalitis : | 

Infective a oi be bec 2 | 2 1 3 

Post-infectious se si ol 1 2 3 
Food-poisoning .. i | 271 437 | 298 259 
Measles, excluding rubella 14,803 | 13,526 | 10,924 | 11,105 
Meningococcal infection Re 18 17 | 22 21 
Ophthalmia neonatorum Se - 19 26 33 19 
Paratyphoid fever : = 7 3 | 3 4 
Pneumonia, primary or influenzal 219 196 160 208 
Poliomyelitis : 

Paralytic . = a + 31 | 18 27 27 

Non-paralytic af << i 11 | 4 5 15 
Puerperal pyrexia E si 203 | 187 199 200 
Scarlet fever : iS < = 970 | 926 925 818 
Smallpox ss ve 55 . — — _ _ 
Tuberculosis : } 

Respiratory .. a a oe 554 475 593 513 

Meninges and C.N.S. bas a 6 | 2 4 7 

Other .. =. * < te 76 62 70 56 
Typhoid fever 1 2 2 4 

hooping-cough 632 | 642 658 722 








*Not including late returns. 


Narcotic Drugs 


The 1958 report on narcotics,! made by the United Kingdom 
Government to the United Nations, states that drug addiction 
is not a serious problem in this country. Although there is no 
compulsory registration of addicts, it is believed that most 
cases of addiction in this country do, in fact, come to notice, 
There are 197 male and 245 female addicts to narcotics. Of 
these, 174 use morphine, 99 pethidine, and 7 cocaine. Detailed 
information about the age of addicts is not known, but most are 
thought to be over 30. Apart from the medical and nursing 
professions, the only occupation showing a significant excess of 
addiction was jazz music. The report states that in 1958 there 
was no significant change in the illicit traffic of narcotic drugs, 


The Second Quarter 


In England and Wales in the quarter ended June 30,? the 
birth-rate was 17:6 per 1000 population—the highest rate for 
any quarter since 1949. The infant-mortality rate was 20-0 per 
1000 live births—the lowest rate for any June quarter. The 
stillbirth-rate was 21:1 per 1000 live and still births. 





Medicine and the Law 





Courageous but not Foolhardy 


IN an action for damages for negligence brought by a 
doctor’s widow against a firm, the trial judge awarded 
£12,000 damages. 

The contracting firm was employed to clean out a well ona 
farm, and installed a petrol-pump which produced lethal fumes. 
Two employees who had been insufficiently warned of the 
danger went down the well and were overcome by the fumes. 
The doctor was summoned to help. He was told that the fire 
brigade had been sent for, but he said: ‘‘ There are two men 
down there. I must see what I can do for them.” He tied a 
stout rope round his waist, arranged with two people to pull 
him up if he called, and went down the well. He was overcome 
by fumes, and by a mischance the rope became caught and it was 
impossible to pull him up. All three men died in the well. 

The firm appealed, but the Court of Appeal dismissed 
the appeal. 

Lord Justice Morris said that the firm by the system they 
adopted caused the well to be a place, entry into which would 
probably result in death, and did not discharge their duty to 
their employees by a sufficient warning. They should have 
anticipated that if, as a result of their negligence, their men 
were exposed to great danger, it would be a natural and probable 
consequence that someone would attempt a rescue. 

Nor was the argument that the doctor’s action was a novus 
actus interveniens sustainable. There was happily in all men of 
good will an urge to save those in peril. Those who put men in 
peril could hardly be heard to say that they never thought that 
rescue might be attempted, or that the rescue attempt was not 
caused by the creation of the peril. Equally unavailing was the 
plea that the doctor was a “volunteer”. It was ungracious 
even to suggest it. The doctor acted as the promptings of 
humanity directed. He tried to save life—the very thing which 
doubtless the firm hoped could be done. Nor could it be said 
that he had been “ unreasonably ” brave. He acted in no way 
recklessly nor negligently. The firm was liable for his death and 
the appeal should be dismissed. 

Lord Justice ORMEROD, concurring, said that the doctor’s 
conduct in this case was highly courageous but it was not fool- 
hardy. He took precautions that might have been effective for 
his own rescue. Nor could it be said that he freely took the 
known risk. He was a member of the medical profession, 





1, Report to the United Nations by H.M. Government on the Working of 
the International Treaties of Narcotic Drugs for 1958. } 

2. a weekly return no. 28, 1959, H.M. Stationery 
Office. 1s. 
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schooled in the tradition to do all he could to save life and 
relieve suffering. If the men were to be saved urgent action 
was required. He could not foresee that the rope would be 
jammed. 

Lord Justice WILLMER, also concurring, said that the doctor 
was of the class who ought to have been within the firm’s 
contemplation when they brought about the dangerous 
situation at the bottom of the well. It would be a strange result 
if the law were held to penalise the courage of the rescuer by 
depriving him of any remedy. 

Baker v. T. E. Hopkins & Son Ltd. Court of Appeal (Morris, Omerod, 
and Willmer L.#7.) July 24, 1959. Counsel and solicitors: R. Marven 


Everett, Q.c., and H. Tudor Evans (George Thatcher & Sons for A. W. & 
H. V. Timms, Burton-on-Trent); F. W. Beney, Q.c., and Douglas Lowe 


(Hempsons). 
M. M. HILL 
Barrister-at-Law. 





Obituary 





GEOFFREY EDEN 
B.A., M.D. Cantab., F.R.C.P. 

Dr. Geoffrey Eden, consulting physician to the United 
Hospitals, Birmingham, died on July 26 at the age of 77. 

The son of a well-known business man in Bradford, he was 
educated at Giggleswick School and Cambridge. He graduated 
B.A. before he took the medical course, and he qualified from 
St. Thomas’ Hospital in 1909. After holding house-appoint- 
ments there he became medical registrar and resident assistant 
physician during the early years of the first world war. He 
joined the R.A.M.C, in 1917. In 1920 he was appointed out- 
patient physician to the Queen’s Hospital in Birmingham, and 
he became honorary physician in 1931. He was elected F.R.c.P. 
four years later. In 1940 he was transferred to the Queen 
Elizabeth Hospital with the other members of the staff. He was 
also honorary physician to the Midland Hospital for Nervous 
Diseases. He retired in March, 1947, and went to live in 
Hampshire. 

P. C. writes: 

“ Geoffrey Eden was a man of unusual personality, very 
much of an individual but a little withdrawn. When such a 
man is ambitious and forceful he is likely to become notable or 
merely notorious, but if he is self-effacing he is apt to become 
anchoritic—sometimes charming and whimsical, more often 
resentful and sardonic. All these elements seemed fused in 
Eden. Though a good cricketer and a first-class golfer (he was 
in the Cambridge team against Oxford from 1903 to 1905 and 
Was captain in 1905) he did not play either after the age of 30. 
For years he refused to drive a car. He seemed to care little for 
social success. He was retiring and home was his best resort. 
There his friends were sure of his utmost hospitality and 
kindness. He was something of a connoisseur of food and 
liked to try his hand at exotic dishes, and if the guest was asked 
to partake of one it could be accepted without anxiety and 
consumed with relish. 

“ He was a practical physician with an excellent background 
of clinical experience. He was best known among his students 
for his addiction to the occasional use of unorthodox remedies 
and techniques of mysterious derivation which seemed to be 
justified by his experience.” 


Dr. Eden married Margaret, daughter of Dr. Eden, 
then Bishop of Wakefield, whose name he took. She 
survives him with a son and two daughters. 
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Births, Marriages, and Deaths 





BIRTHS 


Coopzr.—On June 29, at the Royal Northern Hospital, London, to Margaret 
and Charles Foster Cooper, a daughter—Francesca. 


Wourr.—On Aug. 2, at the Johns Hopkins Hospital, Baltimore, Md, 
U.S.A., to Catherine, wife of Frederick Wolff, M.D..—a sister for Susan 
and Peter, Catherine Frederica. 


Notes and News 





LOCAL AUTHORITIES AND MENTAL HEALTH ACT 

Mr. Derek Walker-Smith, the Minister of Health, has 
fulfilled the promise he gave at the third reading of the Mental 
Health Bill on May 6,' and under the powers given him under 
section 28 of the National Health Service Act 1946, he has 
directed local authorities to make arrangements “ for the 
purpose of the prevention of mental disorder, and, . . . the 
care of persons suffering from mental disorder and the after 
care of such persons ”. The services will include the provision 
of residential accommodation, guardianship, and the appoint- 
ment of mental welfare officers. The Minister intends to 
issue a further circular giving more detailed guidance, and 
local authorities will be expected to submit their plans for 
carrying out their new duties within six months of its publica- 
tion. Under the Mental Health Act itself the provision of 
these services is not mandatory on the authorities. 


QUEEN MARY’S AND THE FOUNTAIN 

THE South West Metropolitan Regional Hospital Board 
have accepted the Minister of Health’s plan to establish a 
comprehensive hospital at Queen Mary’s Hospital, Carshalton, 
for both physically and mentally sick children. 120 children 
from the Fountain Hospital, Tooting, will be accommodated 
in three villas at Carshalton as soon as the necessary adaptations 
can be made. Ina letter to the board the Minister savs that the 
provision of a new reception unit, outpatient department, and 
teaching and research unit at Tooting must depend on the free- 
ing of a suitable site, and the progress made in planning, and 
the cost. He is satisfied that the new unit should be on the 
site of the present Fountain Hospital and should be planned 
as a reception unit with a maximum of 100 beds. The board 
are now in the process of establishing a single hospital manage- 
ment committee for the Fountain Hospital and Queen Mary’s 
Hospital. Its chairman will be Mr. T. E. Parker, formerly 
chairman of the management committees of Springfield 
Mental Hospital and of St. Ebba’s and Belmont hospital 
group. 

At the meeting of the Fountain Hospital Management 
Committee on Aug. 8, when this decision was received, the 
committee expressed concern: 

1. That immediate plans should be made for the proper rehousing 
of all the 600 severely subnormal patients in the Fountain Hospital 
and the further 150 patients on the waiting-list. 

2. That research and teaching activities already carried out at the 
Fountain Hospital should be continued and developed with adequate 
facilities. 

3. That there should be more than 100 beds in the new hospital 
which the Minister proposes to build on the present site of the 
Fountain Hospital in Tooting. 

The committee points out that new accommodation is 
urgently required. 

** Built in eight weeks as a temporary fever hospital and intended 
to last ten years, the Fountain Hospital is now sixty-six years old and 
the structure and services are in a very bad state, and the wards are 
seriously overcrowded.” 

“The Minister proposes to move 120 patients to Carshalton in the 
first instance; but, unless a far larger number are sent to Carshalton, 
the Minister’s proposal of a new unit at Tooting with a maximum of 
100 beds will be totally inadequate and will not solve the Fountain’s 
problem.” 


THE MINISTER AND THE CRANBROOK REPORT 

THE Minister of Health has reserved for further consulta- 
tion, with the medical profession and the authorities con- 
cerned, some of the recommendations made in this report, 
including proposals to reduce the minimum lying-in period 
(under the rules of the Central Midwives Board) to 10 days 
and to limit the use of general-practitioner maternity beds to 
G.P.-obstetricians, and the criteria for admission to, and 
retention on, the obstetric list. He has now issued circulars to 
local and hospital authorities and to executive councils commend- 
ing to them most of the other Cranbrook recommendations. 
y ~_, See Lancet, 1959, i, 1052. 
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He asks the hospital authorities (H.M. [59] 69) to review, in 
consultation with other branches of the service, the need for 
lying-in and antenatal beds in their areas, in the light of the 
Cranbrook criterion that 70% of all births should take place 
in hospital. Where more beds are needed the Minister agrees 
that priority should be given to antenatal beds and general- 
practitioner beds for normal births. Where, for lack of staff 
or money, extra beds cannot yet be provided, the possibility 
of earlier discharge in selected cases should be considered. 

The G.P.-obstetrician is particularly reminded (E.c.N. 304) 
of the need to keep a patient’s family doctor informed of her 
progress, and to maintain high standards of antenatal care by 
cooperation with the other parts of the service. In the circular 
to the local authorities (21/59) also, the Minister writes of the 
importance of cooperation in achieving good antenatal care 
and in effective selection of patients for hospital confinement. 


NEW APPARATUS FOR RADIOTHERAPY 

THE Faculty of Radiologists has submitted to the Standing 
Advisory Committee on Cancer and Radiotherapy for the 
National Health Service a memorandum on the supply of new 
apparatus for radiotherapy in England and Wales. The 
provision of high-energy radiation sources for all patients 
requiring such treatment has, the memorandum declares, 
become an urgent matter: it is one of the major treatment 
problems confronting the National Health Service in an ageing 
population. The available evidence indicates that sufficient 
facilities should be provided for the treatment of 35,000 
patients a year at the very least by large cobalt-60 (®°Co) or 
high-energy X-ray apparatus immediately, and that further 
plans for the future should be urgently considered. The larger 
centres treating from 600 to 1500 new cancer patients per annum 
(there are about 25 such centres) will each require one linear 
accelerator or two kilocurie ®°Co units, and all of them should 
now be supplied with one ®°Co unit as “‘ a matter of immediate 
and most urgent policy”. The few largest centres treating 
more than 1500 new patients a year will in general need two 
accelerators and a kilocurie ®°Co unit. 

The total amount of new special equipment required at once 
is formidable, the memorandum goes on, but the need is 
pressing; and it concludes: 

“The Faculty of Radiologists would like to urge the Advisory 
Committee to the Ministry to press energetically for the immediate 
provision of adequate apparatus for the treatment of the growing 
band of patients in this country suffering from malignant disease. 
It seems tc us that, in this matter, far too much reliance is being 
placed on the energy of individual doctors in the Health Service and 
on the private charity which they are able to inspire to provide 
what is an urgent national need and the responsibility of the Ministry 
of Health.” 





University of Oxford 
On Aug. 1 the degree of p.m. was conferred on Brian 
McConkey. 


University of London 

The title of professor of social medicine has been conferred 
on Dr. J. N. Morris in respect of his post at London Hospital 
Medical College. 


Dr. Morris graduated M.A from the University of Glasgow in 1930 and 
took his medical qualification from University College Hospital, London, in 
1934, He held a house-appointment there to Sir Thomas Lewis, other 
hospital appointments in pediatrics and mental disease, and later spent a 

year in general practice. = boy 2 penn to the Nottingham City Council 
coartly a the war, he b og is series of epidemiological contributions 
to social medicine with a study of the health o' 1592 workers. During the 
war he served as physician in the R.A.M.C .mostly in India, with the rank 
of lieut.-colonel in 19. - Soon dar he was demobilised he was awarded 
a Rockefeller fellowshi in preventive medicine. Meanwhile he continued 
his series of social studies with articles on rheumatic heart-disease and on 
the health of coalminers. In 1948 he became director of the Social Medicine 
Research Unit, newly established by the Medica! Research Council, whose 
investigations have included studies of coronary disease, infant mortality, 
and the working of health services. In 1957-58 he was visiting professor of 
epidemiology at Yale University. Since 1950 Dr. Morris has been a magis- 
trate sitting on the juvenile bench. He was elected F.R.c.P. in 1957. 


Mr. H. C. Killey has been appointed to the chair of oral 
surgery at the Institute of Dental Surgery. 

Dr. Ralph Cocker, director of the dental department, King’s 
College Hospital, has been appointed to the chair of dental 


surgery at the medical school. Dr. R. R. Porter, a member of 
the staff of the National Institute for Medical Research, has 
been appointed to the Pfizer chair of immunology at St. Mary’s 
Hospital Medical School. Dr. H. E. de Wardener, senior 
lecturer in medicine at St. Thomas’s Hospital Medical School, 
has been appointed to the readership in medicine tenable at 
the school. 


University of Manchester 


At recent examinations the following were successful: 

Ch.M.—W. W. Wilson. 

M.B., Ch.B.—P. H. Fentem (honours); J. M. Anderton, Gillian A, 
femen, D. A. Ashworth, Dorothea P. J. Badger, G. C. Bentley, D. C, 
Beton, P. J. Beynon, Elizabeth H. Bradbury, A. K. Brown, David Charles. 
worth, T. A. Cook, J. W. Crossley, N. C. Eccles, F. 'R. Ellis, H. 7 Fearnley, 
Sylvia M. Francis, Raymond Gamble, ~ f- B. Garland, Jill N woe 
R.A. W. Guthrie, j, D. Hamlett, ey olden, Shirley Holt, J. Ho} 
Peter —— P. W. Jackson, T. P. Johnson Maigaret G. an? off 
ee strida Lambergs, Moraig Leslie, P P.N. McIntyre, Posy! Riditas 

G. F, — Gerald Milner, J. C. Milner, J. R. S. More, Nattrass, 
G. R. Ogilvie, D. R. Petchey, C. J. Riley, Jean Ritchie, . Roberts, 
R. M. San ler, B. A. Sides, Maxine Stani ord Maureen tatham, E, P, 
Trowler, Lilian Tyers, G. K. Vanner, Harvey Wacks, P P. B. Walsh, Joseph 
Wanka, Ronald Wann, Graham White, Ann Wiigglesworth. 


University of St. Andrews 
The degrees of M.B., CH.B. have been conferred on the 
following: 
R. F. Macadam ~ Roy Plotkin (with honours); P. D. Bewsher, Helen 
B. Brodie and K. Millar (with comment Jane Ekpo Anwan, 
. N. Bell, Alan TR R. Y. Bishop, W. I. K. Bisset, A. W. Blair, J. R, 
Jrown, A. J. Browne, Mohammad Rechad Cassim, A. B. Chalone:, — 4 
Dalton, Patricia A. Evans, Robert Gillespie, H. J. Grycz, Ernest 
i Jean M. ‘ Hamnett, - G. Harries, J. M. Holt, T. H. D. Mew a4 
innes, G. B. James, G: yf ong Celia M. Jenkinson, Marie 
Kellock . —E, Kroutil, G. E. Leyshon, W A. F. McAdam, Elizabeth A. 
Mackay, A o Mas Macnair, Malcolm Macphail, Christine A. Main, A. N, 
Munro A. Nairn, J. E. Neehall, T. Robson, Athip Saungsomboon, 
Me Senai, Irene A. Smith, I. M. nie Iqbal Waheed, Ian Wallace, 
F, 6 Ward, I. H. Wishart. 


University of Glasgow 
The degrees of M.B., CH.B. have been conferred on the 


following: 

Abel Gorchein (with honours); R. G. Luke, T, A. McAllister, Jean 
McNeil, David Murray, and A. M. Neville (with commendation); C. L, 
tg O. M. Adeyemo, Clare L. Ahara, J; Barfuor Boakye Asafu-Adjaye, 

C. Balfour, Neil Baxter, Asgus Bennett, E. H. Berman, Anne M. S. 
Black, A. _E. Blitz, Nicolette A. Brandt, Marjory P. Brown, Frances B, 
Buchan, H. J. Calder, Kathleen Calder, Lewis Cameron, Toh- Yong Ney: 
A. J. Cochran, J. D. Seg R. L. C. Cumming, Beryll J. Dean, A 
Dickson, Laura M. Dodds, W. M. Doig, A, C. I. Duncan, Iain Duncan, 
— Fairbairn, D. W. Ferguson, J. C. Ferguson, William Par A.D, 

raser, I. D. O. Frew, T. A. Gellatly, Gordon Gillespie, D. M. Goldberg, 

. A. Gow, James Graham, J. A. Grogan, J ms _H. Hamilton, John Hanna, 

McK. Hart, Ann McK. Hay, N. A. Hogg, G. D. Ikedife, T. Jackson, 
J.M . Jackson, Kalman Keczkes, J. A. Kennedy, R.D. Kennedy, Wavnie 
P. Kum, Robert Limpitlaw, T. $. Little, J. H. Macartn ney; J. C. McBride, 
Mary McBride, Grace V. McCaffer, John McCall, Colin “McCreadie, 
Helen P. McEwan, C. G. McKay, Norman MacKay, H. D. MacLi 
Sheila M. J. Lm Elizabeth D. ’s. McMillan, R eh McC ueen, Elspeth 
L. “eh M. MacSween, I. W. S. Mair, Gerard allon, Ro 
Marks, W. J. S. ‘Ge W. M. P. Mauchline, J. R. M. Murdoch, 1. M, 
Murray, Patricia A. S. Nicholson, Johanna A. Nicolson, a M. 
Noble, Samuel Ofosu-Amaah, T. W. Parsons, Daphne H. Pyle, C. J. 
Quigley, Jean A. S. Rankin, W. S. M. Robertson, Natasha Rose, Margaret 
S. Ross, R. M. Ross, John Runcie, Agnes S. L. “oon J. Cc. Semple, 
Tetteh Sikanartey, R. R. Smith, T. E. Steven, A.M Sutherland a P 
Thomson, Janette J. Vincent, Maurice Wallace, A. M. Watson, C 
H. Wilson, J. M. Wilson, F. W. Wittmann, I. H. Y. Weod, R. J. Wi 
house, E. T. Young. 


University of Dublin 
On July 2 the following degrees were conferred: 


M.D. Pye ih E. Martin. 
M.A.O.—I. J. a. 
M.B., or Ch., B.A.O.—C, 'C. Bamber, J. W. Bennett, Anagia N. a 
Yam Nui Chee, Brian Cronin, Judith ay - a. poverty, | 
ome et . Chukwumanjo Eme'! vf Engi “a 
Ann R. " Gibson, Max Catean, Me : b. ‘hil, Le oe 
— d, “fape M. Jackson Jager : 2. em, MN 

ernohan, K. eeu, Labinjo, E: $F ie, M.A. Lewis, Fiisal 
Mi 4 es — J. McCarthy, K. ee Grace J. 
McCurdy, D. W. S. Mason, Ann G. ould, H . S. O’Connor, Olu 
Ibikunle aA Onojobi, J. M. W. Orr, M. F. N. O’Ryan, Oona ogg 
Redmond, M. Lloyd Roach, D. W. A. Rosser, H. B. Smith, P. A. 

L. M., L.Ch., L.A.O—~ R. A. H. Mooney, 


Royal College of Surgeons of England 

At a meeting of the council on July 30, with Sir James 
Paterson Ross, the president, in the chair, Mr. R. H. Franklin 
and Mr. Clifford Jones were re-elected, and Prof. R. ‘. 
Pilcher was elected, to the court of examiners. Prof. M. A 
Rushton was coopted as a member of council to represett 
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Royal College of Physicians of London 


At a comitia of the college on July 30, with Sir Robert Platt, 
the president, in the chair, the following fellows were elected 
officers for the coming year: 

Censors: A. M. Cooke, E. R. Boland, J. C. Hawksley, Kenneth 
Robson. Treasurer: R. R. Bomford. Registrar: Sir Harold Boldero. 
Harveian librarian: Sir Charles Dodds. Assistant registrar: J. R. 
Ellis. 


The following were elected to the panel of examiners for the 
membership examination: 


Donald Hunter, Sir Russell Brain, J. Forest Smith, L. J. Witts, 
L. B. Cole, J. L. Livingstone, E. R. Cullinan, F. R. Ferguson, T. C. 
Hunt, H. K. Goadby, F. P. Lee Lander, W. D. W. Brooks, S. J. 
Hartfall, J. R. H. Towers, J. G. Scadding, M. L. Rosenheim, E. F. 
Scowen, Horace Joules, Arthur Willcox, F. Avery Jones, Alan 
Kekwick, Una C. Ledingham, Alastair Hunter, W. N. Mann, J. F. 
Stokes, William Phillips, J. S. Richardson, W. Melville Arnott. 


The following lecturers were appointed: 


Sir Francis Fraser (Harveian orator), W. I. Card (Bradshaw 
lecturer), D. Evan Bedford (Lumleian), John Badenoch (Goul- 
stonian), J. D. N. Nabarro (Oliver-Sharpey), J. G. Scadding (Mit- 
chell), Henry Barcroft (Bertram Louis Abrahams), D. V. Hubble 
(Langdon-Brown) all for 1960; John McMichael (Croonian), K. D. 
Keele (FitzPatrick), Louis Forman (Watson Smith), J. C. Hoyle 
(Marc Daniels) for 1961. 


It was announced that the Ambuj Nath Bose prize had been 
awarded to Dr. Wilson Smith, the Baly medal to Dr. I. de B. 
Daly, the Bisset Hawkins medal to Dr. Percy Stocks, the 
Murchison scholarship to Dr. J. H. Turner. 

The following, having satisfied the censors’ board, were 
admitted to the membership: 


J. M. Angeloni, M.B. Lond., J. M. Costello, M.B. N.z., J. M. 
Evanson, M.B. Manc., O. P. Galpin, M.B. Lond., D. R. Gander, 
MB. Lond., Rodney Grahame, M.B. Lond., S. G. Groves, M.B. 
M.B. Durh., W. B. Hanley, M.B. Lpool, 
M.D. A. Heller, M.B. Lond., J. G. Humble, c.v.o., L.R.c.P., Joan P. 
Ingham, M.B. Sydney, D. C. Jackson, M.B. Sheff., L. S. Lange, 


‘| MB. Cape Town, J. P. Lavender, M.B. Birm., A. O. O. Lucas, 


MB. Durh., B. B. MacGillivray, L.R.c.p., Chandawimala de Silva 
Mutucumarana, M.B. Ceylon, J. L. H. O’Riordan, B.M. Oxon., M. S. 
Owen, M.B. Sydney, Hirendra Kumar Pal, M.B. Calcutta, B. L. 
Pentecost, M.B. Lond., Allene I. Scott, M.D. Toronto, G. E. Sowton, 
MB. Cantab., R. E. Steiner, M.D. N.U.I1., N. L. Stephens, M.D. 
Lucknow, Rosemary Stephens, M.B. Lond., P. B. Storey, M.B. Lond., 
G. R. Thompson, M.B. Lond., Thérése M. Vainer, M.B. Cantab., 
J. E. S. Varley, B.M. Oxon., M. V. Wells, M.B. Lond., I. A. Williams, 
MB. Lond., J. V. Williams, M.B. Cantab., D. B. Wilson, 0.B.£., M.D. 
Cantab., A. L. Woolf, M.p. Lond., C. B. Wynn Parry, M.B.E., 


‘| DM. Oxon., Rosie Tse Tse Young, M.D. Hong Kong. 


Licences to practise were conferred on the following 133 
candidates who had passed the final examination of the Con- 
Board: 


R. V. Abraham, A. H. Abrahams, Babatunde Kwaku Adadevoh, 
P, sh Aichroth, Bolaji Sanni Ajenifuja, R. T. ye Allen, Obinnaya Alozie, 
L. B. Arkles, S. G. Ashman, Axelrad, J. A. C. Bailey, ao Baker, 
D. S. Bamford, M. R. Beck, PJ; R. Bell, D. R. Benady, H. C. Bentley, 
Derek Berzon, E. M. Blenkinsopp, R. P. Bonner-Morgan, I. G. Bronks, 
A. A. Y. Brouet, B. G. D. Cameron, I. G. Chisholm, ag Kim Chua, 
Avery B. Cooper, C. P. Cooper, I. P. Crawford, H. Davies, J. M. 
Dawrant, J. M. Dawson, J. L. C. Dobson, Hilary E. 5 Dudley-Paget, 
Mary S. sean, 32 A. Dyde, D. A. Edwards, D. A. Evans, M. A. Farrow, 
L. Fletcher, T. I. ey David Gaan, M. G. S., 
Golby, M. R. Gooding, N. M. Goodwin, A. M. Gould, Eric Gowland. 
M. F. Gra son, I. P. Griffith, T. S. Hattersley, John Hedley-White, 
renda E. Higgs, Peter Hill, Elizabeth J. Hiller, J. W. Hodson, D. A. 
foskineon, Kweku Nyarko Hudson, Valentine P. L. Humphreys, Bertram 
ee Beatrice J. James, W. A. Johns, Moira B. Kelly, Susan P. 
ca Goddard, x. G. Lambert, B. H. Latimer, R. A. Lee, 
. Lewin, A.H . Lewis, D. M. Lewis, Gertrude Lowith, 
W. McKenzie, G, L. Mills, J. ‘S. Maher, Mohsen Mahloudji, William 
ig Elizabeth C. Marcus, J. L. Martin, Patricia A. Martin-Turner, 
usan Y.!Mearman, R. H. S. Bag may S. G. Moisey, G. W. Moxon, R. W. 
Myers, M. ? Nicholls, J. C. Oakley, Onyemara Nduche Onyeaso, B. L. 
Orme, T. J. Owen, Janet E. Page, J. C. E. Parkinson, E. N. Pickering, 
s, a Platt, B. J. Ranscombe, Margaret H. Retter, E. H. Reynol 3, 
ichards, J. W. S. Rickett, A. H. Roberts, D. W. Ross, C. J. Rowland, 
Gerald Sackstein, Emmanuel Urunetseyi Sagay, Phillida A. Soe gy 
el M. By <9 D. H. M. Sayner, B. J. Seal es Yuk Sang Shum, A 
a ic — ers Kumar Sood, B. J. Stafford, Roger Stephen- 
whe =A den, N. H. Sutcliffe, S. H. *Thompson, D.C. Townsend, 
A. ea arbara w “'Truscoe, C. G. Turner, Zarina I. R. Vellani, 
garet V. Ward, Anna Warrander, Mary R. H. Webb, Chitraranjan 





Winnakula Weerasuriya, Margaret J. Wharton, ow A. Williams, Walter 
_* G. S. L. Wilson, R. P. Winstanley, D. A. Wright, Kok Kooi 


Diplomas were conferred jointly with the Royal College of 
Surgeons of England on the following: 


D.A.—Miriam M. Alderwick, J. S. Armstrong, Rachel M. Arnold, Martin 
Austin, William Bargh, Edith ~ Berry, Margaret E, Beveridge, C. H. B. 
Binns, Doreen M. Birley, G. L. Bradt, Kath lox P. Browne, J. A. A. S. 
Chamberlain- Webber, Kamla Chandiramani, M. D. Churcher, Ewa Chyrosz, 
J. A. Collie, Barbara B. Collier, Kevin Conway, D. R. Couchman, E. F. 
Darling, R. C. Davie, P. A. “ee: H. K. ag Mary D. Evans, 
Vincent Evans, El Tahir Fadl, A. G. Farah Salieh, J. M. Ferguson, 
Bruce Foster, D. L. French, George Futers, H. J. Sivie, Balwant Shripati 
Gharpure, D. A. Gilchrist, R. C. Giles, Thambiah Gnananantham, P. J. 
Gregory, K. B. ty Elisabeth D. Hahn, ago! C. Hayball, Elizabeth 
Heathcote, Moira B. M. Hendry, J. D. es Bhagwan Kishinchand 
Hingorani, J. M. Hipkin, Stella Pek Naee Ho, J. D. S. Hodgson, Sylvia L. S. 
Hui, Iwan Rhys Jenkins, Kathleen R. King, Agnes Leslie, E. B. Longton, 
B. A. Lyder, D. B. McArthur, P. B. McComish, J. C. M. MacDonald, G . H. 
McMorland, D. I. Macnair, J. M. Manners, Anne Melvin, Ammu Nair, 
J. H. Nicholls, H. G. Nicol, D. McK. Norrie, Florence Y. Obadiah, F. N 
Obiakpani, E. R. Perks, Joan I. Pitts, R. J. L. Potts, D. G. Price, Harel 

. Price, Nazreen Rahaman, Maniam Subramanyaiyer Rajagopalan, G. H. 
Rees, J._M. Reid, Blodwen E. J. Riding, Euphemia Rogers, A. O. Russell, 
Audrie M. Sanders, Sushila Sarin, Merton Seigleman, G. B. Smith, J. T. 
Spiller, Margaret Spink, Miriam Stafford, J. S. Sutherland, Audrey J. C. 
Symons, Devraj Talwar, G. Tamlyn, I. D. Thompson, P. J. Van Den 
Brul, M. G. Wagg, C. G. Waters, C. J. White, Y. P. A. Wiggishoff, ag 
M. H. Williams, Judy A. Wilson, D. A. Young, O. 1 Zilliacus, J. S. M 
—_— Humaira Zuberi. 

C.H.—Satya Pal Nanda. 
DYE. —K., Bremner, H. A. Collins, W. G. Cooke, A. J. D’Souza, 
Robert Gardiner, Alexander Gatherer, W. I. Glass, Asim Kumar Gupta, 
DF . Laing, J. E. Morris, Rayasam Ramachandra Rao, 
—!* Mario Stilon-de Piro, W. M. Sutcliffe, Thomas Taylor, P. P. 
urner 

D.L.O.—Nazar Mahmood Al-Naib, Husni Abdul-Baki Alusi, J. P. 
Andrew, Munir Ahmed ee erry Chandra Ghosh, Sisir Kumar 
Hazra, Satya Narayan Lahiri, F. H. Lang, G. J. Lotter, Vaijha Sriman- 
narayana Murty, Kutayba Sheikh he my Genel Nandan Prasad, Trakarn 
Sivaporn. 

D.M.R.T.—P. J. M. van Miert. 

D.Path.—Borys Boczarow, G. H. Roberts, Amulya Ratan Roy, J. L. 
Sharp, J. W. hy ge ; . 

D.P.M.—M. S. Aldridge, Beryl G. Anscombe, Ghulam Ali Asghar, G. W. 
PR as Tolani Asuni, I. S. Ber; ST S. Bland, R. H. Cawley, John Clarke, 
J. F. Cleobury, J. A. Docherty, T. L. Dunn, J. D. W. Fisher, Richard H. 
Fox, A. I . Glen, B. G. Gradwell, J. A. Greeves, W. A. McL. Hall, M. A. 
Harper, J. R. Hood, J. S. Hughes, P. Huppert, Doreen Hutchinson, 
G. A. Ives, John Johnson, , Gajanan Joshi, F. E. Kenyon, R. J. ee 
LC. Kreeger, } Marjorie K. Vay, Evelyn B. Lind, D. E. ie ey 
McGovern, J. L. F. Maine, E *D. Myers, Paulette O’Dowda, E. G. Oram, 
mca 4 Richardson, A. R. Robertson, J. M. Robertson, P. D. L. Roper, 

. N. S. Sack, Yasalalaka Seneviratna, a Serafetinidis, W. J. Stanley, 
Mi. =a Stather-Dunne, — Steen, J. C 
H. C. White, Meow Foo Y 

D.P.H.—Afolabi Alakija, 4 G. Couch, G. D. Forwell, Ruth E. Francis, 
Joseph Galea, Grace K. Gregory, Mahgoub Hamza, R. R. Japal, A. J. M. X. 
Kerrigan, Albert Martin, Olga M. Morgan, Rahmat-Alah Pakdel, Marianne 
A. A. Silva, Sarojini Sud, Boodhun Teelock, Margaret N. A. Tew, A. H. 
Thomas, Marjorie E. Watts, A. S. M. Wilson. 

D.T.M. & H.—Vadhana Sakarintara, Shujja-Ud-Din. 


. Stewart, Rose E. Toussaint, 


University College, Ibadan 

Over the next three years the Rockefeller Foundation is 
giving £38,000 in support of the pediatric study in rural areas 
which this college is planning. Dr. W. R. F. Collis, head of 
the department of pediatrics, is to direct a study of African 


diseases of children in the Ilesha-Imesi region. Special 
attention will be given to dietary deficiencies. A field station 
is also to be set up where students will be trained in “ sanita- 


tion, health education, and ambulatory care at the village 
level ”’. 


Royal Society Awards 

Dr. J. S. Gillespie, lecturer in physiology in the University 
of Glasgow, has been appointed the first Sophie Fricke Royal 
Society research fellow in the Rockefeller Institute, where 
he will work on intracellular recording from innervated smooth 
muscle. A Locke research fellowship has been awarded to 
Dr. B. G. Cragg to work at University College, London, on 
the connection and physiological functions of certain nuclei 
in the brain. 


Working Party on Special Hospitals 

The Minister of Health has set up a Working Party to 
consider the role of the special hospitals at Broadmoor, 
Rampton, and Moss Side, and the classes of patients to be 
treated in them, “‘ having regard to the new mental health law 
and to the provision to be made by the hospital service 
generally.” The chairman is to be Mr. J. E. Pater, an under- 
secretary of the Ministry, and the medical members are: 
Dr. T. M. Cuthbert, Dr. J. Graham, Dr. J. D. Hill, Dr. J. S. 
Mackay, Hon. W. S. Maclay, and Dr. P. D. Scott. The 
secretary of the Working Party, Mr. G. G. Hulme, may be 
addressed at the Ministry of Health, Savile Row, London, W.1. 
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APPOINTMENTS 





Medical Research Council 

Sir Hugh Linstead, M.P., has been appointed a member of the 
Medical Research Council in the place of the late Mr. Richard 
Foot, M.P. 


Scottish Society of Physicians 

The first annual meeting of this society will be held in the 
engineering lecture theatre, Glasgow University, on Friday and 
Saturday, Sept. 25 and 26. A dinner will be held on Friday, 
25th, at 7 P.M. in the hall of the Royal Faculty of Physicians 
and Surgeons, 242, St. Vincent Street, Glasgow. 


Psychotherapy in General Practice 

A series of seminars, which has been designed for general 
practitioners who wish to gain insight into problems arising 
from the doctor-patient relationship, is to be conducted by 
Dr. Graham Howe at the Open Way Psychotherapy Clinic 
from September, 1959, to July, 1960. The seminars will be 
held fortnightly on Tuesdays from 3 to 4 P.M., and doctors 
wishing to attend should notify the secretary, The Open Way, 
37, Queen Anne Street, London, W.1. 


Overseas Research Council 

Prof. R. S. Aitken, F.R.C.P., vice-chancellor of the Univer- 
sity of Birmingham, has been appointed chairman of this 
council which the Government has set up to provide a central 
point to which overseas Governments and research institutions 
can refer for advice and information. The other 12 members 
of the council include: Sir Charles Dodds, Sir Harold Hims- 
worth, Dr. Raymond Lewthwaite, Prof. John McMichael, and 
Sir Solly Zuckerman. 


Clinical Research in General Practice 

Through the generosity of the Sir Halley Stewart Trust the 
Society for Psychosomatic Research is offering two prizes of 
£50 each for a paper on original research within general practice 
on some aspect of psychosomatic medicine. Details can be had 
from the secretary of the society, 96, Portland Place, 
London, W.1. 


British Association for the Advancement of Science 
The annual meeting of this Association will be held this year 
in York from Sept. 2 to 9 under the presidency of Sir James 
Gray. 
Flow Properties of Blood and Other Biological Systems 
A discussion on this subject, sponsored by the British 
Society of Rheology and the colloid and biophysics sub- 
committee of the Faraday Society, will be held in the Depart- 
ment of Physiology, Oxford, on Sept. 23 and 24. On the first 
day bronchial mucus, cervical and intracellular fluids, milk, 
muscle, and collagen will be discussed, and on the second flow 
of blood and clotting. Further particulars may be had from 
Dr. A. L. Copley, Medical Research Laboratories, Charing 
Cross Hospital, London, W.C.2, or Dr. George Stainsby, 
British Gelatine and Glue Research Association, 2a, Dalmeny 
Avenue, London, N.7. 


Birthday Honours 

In the list of honours published on June 13 Group-Captain 
Hugh Patrick Ruffell Smith, A.F.c., M.A., M.B. Cantab., R.A.F., 
was awarded a second bar to the Air Force Cross, and Wing- 
Commander Geoffrey Howard Dhenin, A.F.C., G.M., M.A. 
M.D. Cantab., R.A.F., a bar to the Air Force Cross. 





Dr. J. C. Shiach has begn appointed honorary surgeon dentist to 
the Queen in Scotland. 

Lady Taylor, who as Dr. Charity Taylor was appointed governor 
of Holloway Prison in 1945, is to give up this post in November to 
become an assistant Commissioner and Inspector of Prisons (Women). 

Prof. Robert Cruickshank is visiting Latin America on a working 
tour sponsored by the British Council. He will lecture at medical 
schools in Brazil, Peru, and Colombia. 

The Industrial Court which awarded pay increases to health 
service workers last year have decided to make them fully operative 
from July 1 this year instead of over a period of years. 


Appointments 





ARCHIBALD, R. McL., M.B. Glasg., D.I.H.: M.O., National Coal Board, 
Durham division. 

FLEMINGER, J. J., M.D. Cantab., M.R.C.P., D.P.M.: consultant psychiatrist, 
Royal National Orthopedic Hospital, London. 

GATHERER, ALEXANDER, M.B. Aberd., D.P.H.: deputy M.O.H. and deputy 
principal school M.o., Newcastle upon Tyne. 

Parry, W. R., M.D. Lpool, DIP. BACT.: part-time consultant pathologist, 
Worksop and Retford group of hospitals. 


Birmingham Regional Hospital Board: 


BRAIN, D. J.,’M.B. Brist., F.R.C.S., D.L.0.: consultant E.N.T. surgeon 
Birmingham (Selly Oak) group of hospitals. 

NewTon, E. J., M.B. Madras, F.R.C.S.: part-time consultant neurosurgeon, 
West Bromwich and Stoke on Trent group of hospitals. 

Pappock, PAMELA M., M.B. Birm., F.F.A.R.C.S.: part-time consultant 
anesthetist, West Bromwich group of hospitals. 

Roserts, K. D., CH.M. Birm., F.R.C.S.: part-time consultant thoracic 
surgeon, United Birmingham Hospitals and Regional Hospital 


oard. 

Stncrair, C. G., M.B. Lond., F.R.C.S.: part-time consultant ophthalmolo- 
gist, South Worcestershire group of hospitals. 

YERBURGH, J. G. O. W., M.B., D.P.M.: consultant psychiatrist, Birmingham 
(Mental B) group of hospitals. 


Liverpool Regional Hospital Board: 


CALDERWOOD, ROBERT, M.B. Glasg., D.T.M. & H., D.P.H.: assistant senior 
M.O, to the board. 

GIBSON, J. R., M.B. Glasg., D.P.H.: deputy senior administrative M.O. 

GraHaM, H. P., M.B. Durh., F.F.A.R.C.S., D.A.: consultant aneesthetist, 
St. Helens and South Liverpool area hospitals. 

WIntER, M. C., M.B. Lpool, D.M.R.D.: part-time consultant radiologist, 
Clatterbridge and North Wirral Hospitals. 


Manchester Regional Hospital Board: 


Barper, A. H., M.B. Birm., F.R.C.S., M.R.C.P.: consultant obstetrician 
gynecologist, Oldham and District group of hospitals. 

CriarkE, A. D., M.B. Leeds, F.F.A.R.C.S., D.A.: Consultant anesthetist, 
South Manchester group of hospitals. 

SaDD, R. L., M.B. Manc., F.R.C.S.E., M.R.C.0.G.: part-time consultant 
obstetrician/gynecologist, Ashton, Hyde, and Glossop group of 
hospitals. 

LeggEson, P. C., M.B. Lond., F.R.C.S., D.L.O.: part-time consultant E.N.T. 
surgeon, Salford and West Manchester groups of hospitals. 

LONGSON, DONALD, M.B. Manc., M.R.C.P.: consultant physician with 
special interest in endocrinclogy, United Manchester Hospitals and 
Regional Hospital Board. 

SMITH, J. A. M., M.D. Aberd. M.R.C.0.G.: consultant obstetrician/gynzco- 
logist, Burnley and district group of hospitais. 

Oxford Regional Hospital Board: 

LETEMENDIA, F. J., D.P.M.: consultant psychiatrist, Oxford area depart- 
ment of psychological medicine. 

MANDELBROTE, B. M., M.B.Cape Town, M.R.C.P., D.P.M.: consultant 

a and physician-superintendent, Littlemore Hospital, 
xford, 

J. R., M.B. Edin., F.R.C.S., D.L.O.: consultant E.N.T. surgeon, 


PaGE, R., 
Kettering/Northampton area. 








A draft British standard for hospital sterilisers of horizontal 
rectangular pressure steam type has been prepared. Comments on 
this draft standard (cz[sGc]9065) should be submitted before Aug. 26 
to the British Standards Institution, 2, Park Street, London, W.1. 

The third congress of the World Confederation for Physical 
Therapy will be held in Paris from September 6 to 12. Further 
particulars may be had from the public relations officer of the 
Chartered Society of Physiotherapy, Tavistock House South, 
Tavistock Square, London, W.C.1. 





CorRIGENDA: Top Branches of the Vascular Tree.—In the second 
paragraph of last week’s annotation the third and fourth sentences 
should have read: “Even if all are subject to the same external 
factors, females may be protected against the consequences of these 
by some endogenous difference, which applies only to cardiovascular- 
renal disease. Such external factors themselves seem to act pre 
dominantly on cardiovascular-renal disease, even in males.” 


‘Tego’ Compounds in Hospital Practice—In the preliminary 
communication by Dr. B. R. Frisby (July 25, p. 57) the sixth 
paragraph should read: 


Of the 51 swabs taken before cleansing the hands, 2 gave no growth and 
the remaining 49 all yielded micrococci. In addition a further 8 yiel 
Streptococcus viridans, 2 yielded aerobic spore-bearing organisms, and 6 
yielded Staphylococcus aureus. Of the 51 corresponding swabs taken from 
the hands immediately after the operations, 47 gave no growth, 3 gave! 
growth of micrococci only, and 1 gave a growth of aerobic spore-bearing 
organisms. These organisms were present in the corresponding swabs taken 
before the operation. 

Diagnostic Cortical Biopsy.—In the article by Prof. W. Blackwoot 
and Prof. J. N. Cumings (July 11, p. 23), Professor Blackwood's 
university chair should have been that of neuropathology. 


Serum Iron-binding Protein Levels.—In this article by Dr. Harold 
P. Schedl and Dr. Frederic C. Bartter (June 6, p. 1163) Dr. Sched!’ 
appointment should have been shown as that of senior assistant 
surgeon, and Dr. Bartter’s as that of director of the section of cl 
endocrinology of the National Heart Institute, Bethesda. ) 
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